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Uterine fibroids are very common, so is cancer of the uterus, and as 
the maximum of frequency in relation to age is very nearly the same 
in the two diseases, it is not a matter for surprise that they should 
frequently co-exist. 

Whether the presence of fibroids predisposes a uterus to cancer is 
doubtful, but it may. The question is important, and requires dis- 
cussing under two headings or divisions : — 

1. Cancer of the neck of the uterus co-existing with fibroids. 

2. Cancer of the body of the uterus complicating fibroids of this 
organ. 

In this communication it is the writer’s intention to confine his 
remarks to the second division. 

Cancer of the corporeal endometrium or, as it is more commonly 
called in clinical reports, cancer of the body of the uterus, is most 
frequent in women after the fiftieth year, and its subjects are usually 
spinsters or barren wives. 

When a woman complains of irregular uterine bleeding after the 
menopause, an examination is, as a rule, promptly made, and efforts 
are particularly directed to determine the existence or non-existence 
of cancer within the uterus. Many women with fibroids do not cease 
to menstruate, or at least they suffer from a more or less regular loss 
of blood for many years after the normal age for the menopause. 
When cancer of the body of the uterus arises in such a patient it is 
extremely liable to be overlooked. 
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When a woman, known to have a fibroid in her uterus, attains the 
menopause and remains free from a monthly loss for a few years, 
then suddenly begins to have “issues of blood,” this bleeding may be 
due to cancer of the body of the uterus, and is always such a sus- 
picious circumstance that it demands the most careful examination. 
It occasionally happens that a patient with a fibroid may attain the 
menopause and remain free from loss for a few years, then the fibroid 
dies, and in time the uterus attempts to expel this dead tumour which 
may become infected with pathogenic organisms, and bleeding 
follows as a sequel. 

A perusal of the Transactions of the Obstetrical Society of London 
during the last six years serves to show that from'time to time specimens 
are exhibited at the meetings of the Society illustrating the combination 
of cancer of the body of the uterus and fibroids as if it were somewhat 
of a rarity, and as far as I know there has been no attempt in this 
country at least, to give the matter a statistical basis. Any numerical 
estimate on such a question must necessarily be very vague but will 
nevertheless be useful if not important. My own effort in this direc- 
tion has been stimulated by an article by Piquand, who with great in- 
dustry has collected 179 cases in which cancer of the body of the uterus 
and fibroids were associated. He also attempts to give the matter a 
statistical basis, for he found in 1,000 cases of fibroids the co-existence 
of cancer of the body of the uterus in 15,a proportion, he writes, eight 
or nine times higher than in other women. The combination is most 
frequently observed in nulliparous women between the fiftieth and 
sixtieth years. 

Piquand comes to the conclusion that the presence of fibroids 
appears to favour the development of cancer inasmuch as these 
tumours set up chronic metritis, which renders the endometrium 
susceptible to malignant transformation (Annales de Gynécologie, 
September, 1905). 

The perusal of Piquand’s paper induced me to see whether my 
own experience in any way accorded with these findings, and I was 
somewhat surprised at the result. 

I find that in a consecutive series of 500 cases of fibroids sub- 
mitted to operation 63 of the patients had attained the age of 50 years 
and onwards: _13 of these patients had passed the sixtieth year, the 
oldest having been 73 years of age. Among these 63 women there 
were 8 cases of cancer of the corporeal endometrium, the nature of the 
disease being in each instance verified by careful microscopic 
examination. A short description of each case is furnished in an 
appendix to this communication. 
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In 1903 I published an essay on the “ Perils and Complications of 
Fibroids after the Menopause” (Lancet, June 6th, 1903), in which 
an analysis was given of some lists of operations performed for 
fibroids by Cullingworth, Bond, and Mrs. Scharlieb, which seemed 
to show, apart from my own lists, that about 10 per cent. of trouble- 
some fibroids which clamour for removal occur in women after the 
fiftieth year. 


The result of my inquiry among my own cases suggests that 
Piquand’s calculation of 15 cases of cancer of the body of the uterus 
occurring in 1,000 patients with fibroids may represent the relative 
frequency of this unhappy combination, and it supports his statement 
“in regard to the age-incidence, namely that it is most common between 
the fiftieth and sixtieth years of life. It is however a curious fact 
that when cancer of the body of the uterus occurs unassociated with 
fibroids it has a wider age range. For example in 1901 I published 
some notes on twelve examples of this disease in which five of the 
women were under fifty, the youngest being 36 years of age. (See 
Clinical Journal, October 23, 1901.) It is possible that the presence 
of fibroids may influence the age-incidence of cancer of the endo- 
metrium. My entire experience of cancer of the body of the uterus, 
in which the nature of the growth was. confirmed by microscopic 
examination is 23 patients, and of these eight had fibroids in the 
uterus. It is also worthy of note that among the 500 patients with 
fibroids which form the basis of my remarks two of them had primary 
cancer of the Fallopian tube. 


In regard to the question of fibroids predisposing women to 
primary cancer of the body of the uterus, I think it is premature to 
assert that they exercise any such malign influence; the question is 
one of importance, for it may be true, but it needs more observation 
of a clinical and pathological kind, as well as statistical inquiry, 
before anything approaching a sound judgement can be formed. 


Ereut Cases or UTERINE Fiproips ComMpLicaTED WITH CANCER OF 
THE CoRPOREAL ENDOMETRIUM. 


Case 1. C., et. 50. Single and barren. Total hysterectomy, 
October, 1898. The uterus contained an interstitial fibroid as big as 
a fist. 


Patient was known to be in good health five years later. (Chelsea 
Hospital for Women.) 


Case 11. D., et. 60. Single and barren. Hysterectomy April, 
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1900. Uterus contained several fibroids the size of chestnuts, one 
was of the submucous variety and embedded in cancer. 

Patient in good health three years later. (Seen with Mrs. Garrett 
Anderson, M.D.) 


Cast mr. C., et. 54. Married: one child. Hysterectomy June, 
1900. The uterus contained a large fibroid and the organ itself was 
so stuffed with carcinoma that its peritoneal surface presented 
numerous soft, bud-like processes, where the cancerous growth had 
eroded the uterine walls and protruded into the peritoneal space. 
There was no evidence of dissemination, but the iliac glands on each 
side were enlarged. These were removed. 

Patient survived the operation five months. (Seen with Mr. 
Thomas Turner, F.R.C.S., Hereford.) 


Case tv. S., et. 54. Single and barren. Total hysterectomy 
August, 1901. The uterus contained an interstitial fibroid the size 
of a fist. 


A year after the operation there was evidence of recurrence, and 
exactly how long she survived operation I have failed to discover. 
(Middlesex Hospital.) 


Case v. W., et. ? Married but barren. Operation September, 
1903. Uterus contained a large submucous fibroid. An attempt was 
made to enucleate it, but the growth was so soft and friable that its 
complete removal was impossible. Drainage. 

On microscopical examination by the Clinical Research Associa- 
tion, it was found to be a fibroid permeated with carcinoma. 

Patient survived the operation about twelve weeks. (Private case.) 


Case vi. N., et. 53. Single and barren. Total hysterectomy 
August, 1903. Multiple interstitial fibroids and cancer of the body 
of the uterus. The uterus was adherent to the ovarian tubes, bladder 
and rectum. Drainage. The patient left hospital with a sinus. 

In January, 1905, complained of pain in her side. (Middlesex 
Hospital.) 


Case vir. L., wet. 69. Married and mother of several children. 
Hysterectomy April, 1905. Uterus contained a large fibroid with an 
average diameter of 12 in. (50cm.) and cancer of the corporeal endo- 
metrium. The patient was diabetic, the urine containing 20 grains 
of sugar per ounce. After removal the fibroid yielded an odour like 
stale fish. 


The patient is in good health March, 1906. (Chelsea Hospital for 
Women.) 
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Uterus in section: it contained fibroids complicated by a massive 
growth of primary cancer which arose in the corporeal endometrium. 
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Case vir. B., et. 59. Single and barren. Total hysterectomy 
February, 1906. The uterus contained several fibroids, but the two 
largest were interstitial, dead, and possessed calcified capsules. The 
cavity of the uterus was filled with a massive growth of cancer arising 
from the corporeal endometrium at the fundus of the organ (Fig.). 
A secondary mass of carcinoma as big as the palm of the hand was 
removed from the large omentum. No other deposits visible. Patient 
recovered from the operation and left the Nursing Home. Two 
months later there was evidence of recurrence and the patient died in 
June with cancerous masses in the pelvis, abdomen and in the ab- 
dominal cicatrix. This is the most striking example of post-operative 
cancer-infection I have seen after total hysterectomy by the abdominal 
route for cancer of the corporeal endometrium. (The uterus is in the 
Museum of the Royal College of Surgeons.) (Seen with Dr. Arthur 
J. Hogg, Ealing.) 
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Chronic Infective Metritis.* 


By Avavustvs W. ApprnsELt, M.B., M.R.C.P., 
Physician to the London Temperance Hospital. 


THERE occur from time to time cases in which intermenstrual 
bleeding, at first slight in amount, but gradually increasing, calls 
the attention of the patient to the fact that all is not right. Enquiry 
elicits the ‘statement that the periods are increasing both in frequency 
and in amount. They last longer and are more severe, and there are 
often intermenstrual hemorrhages. In severe cases the bleeding 
may be almost persistent with the intervals of freedom shorter than 
the periods of bleeding. Examination reveals nothing abnormal. 
The ovaries and Fallopian tubes are felt to be free from any gross 
lesion. The uterus is perfectly mobile, perhaps slightly enlarged, 
but not markedly so. If the sound be passed its canal does not 
measure more than 3 or 33 inches in length. 

The verdict may be, and generally is, that the patient is suffering 
from sub-involution. Various suggestions of treatment are offered. 
Hydrastis, hamamelis, ergot and all the usual drugs are tried 
without benefit. Finally curettage is resorted to. There may be 
temporary relief, but not always. Sometimes the bleeding is 
increased. Why is this? No fibromyomata can be detected, and, 
with the exception of the hemorrhage, there is no reason to suspect 
malignant disease. Why then should these patients bleed ? 


It not unfrequently happens that the hemorrhage from one of 
these uteri is so severe, so persistent, and uncontrollable that 
hysterectomy has to be resorted to. When the removed organ is 
examined, to the naked eye it appears normal, but a very striking 
condition is immediately observed under microscopical examination. 

The following case will best illustrate the condition :— 


M.S., aged 33, married 15 years, had one child 12 years ago. 
She menstruated at 14; was always regular; had no pain, and the 
loss was moderate in amount up to the time of her marriage. The 
confinement was followed by a long illness of three months, which 
was caused by what she describes as “ chill’ at the time accompanied 
by “high fever” and “ interna] inflammation.” 


* Read before the Obstetrical Society of London, April 4th, 1906. 
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Great increase of fibrous tissue almost entirely replacing 
muscle tissue; increased vascularity, but no thickening of 
arterial walls. Some of these spaces are probably dilated 
lymphatics. Low power. 
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Group of vessels, showing thickened middle coat and 
distortion of lumen, together with a patch of commencing 
hyaline degeneration. 
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Since the birth of the child twelve years ago there has been an 
increasing tendency to a shortening of the intermenstrual intervals— 
28 days to 25, then to 23. This was very gradual, but for the last 
34 years she rarely went more than 17 days at the longest without 
a return of hemorrhage. Three years ago there commenced slight 
intermenstrual coloured discharges. She was then curetted by a 
Continental physician. This was followed by severe and prolonged 
hemorrhage, necessitating her confinement to bed for a month. 
After that the periods were more profuse and more frequent, until 
the early part of 1904, when she was again curetted by a doctor, in 
this country. This second curettage was again followed by hemorr- 
hage and a six weeks’ illness. 

Late in the year 1904 she came under the care of Dr. Hamilton 
Bland, who placed her in a Nursing Home, and satisfied himself of 
the severity of the hemorrhages and the length of time they lasted. 
There was continuous bleeding, varying in amount, but often severe, 
from January 12th, 1905, to March 5th. I was then asked to see her 
in consultation with Dr. Bland. 

The patient was profoundly anemic. The lips and mucous 
membranes were colourless. She was wretchedly weak, and looked 
very ill; unable to take any exercise or interest in her surroundings, 
and confined either to bed or the sofa. 

Examination revealed nothing abnormal in the pelvis. The 
sound was not passed, but the uterus did not feel enlarged. All the 
usual remedies of ergot, hamamelis, hydrastis, douches, and curettage 
had been tried without effect. The Sister of the home assured me of 
the alarming quantity of the hemorrhage. I advised hysterectomy. 

On March 8th I removed the uterus by the abdominal route, 
leaving both ovaries. Convalescence was without incident. A year 
has now passed. The benefit to the patient’s health is most gratifying. 
She is now a perfectly strong and happy woman, and able to fulfil all 
her duties. 

The walls of the uterus, after its removal, were felt to be rather 
denser than normal. It measured less than three inches in length. 

Microscopical examination reveals the following changes :— 
Under the low power attention is immediately directed to the marked 
peri-vascular and peri-glandular proliferation of small round cells. 
These cells can be traced along the lines of vessels, and in many 
places show a tendency to invade the muscle wall, making their way 
into the inter-muscular connective-tissue. In some fields there are 
groups or masses of round cells occupying quite a considerable area. 
Wherever the glands of the endothelial lining membrane dip more 
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deeply into the musculature there are to be seen surrounding these 
invading glands many small round cells. The higher power shows 
the tendency to separation of the bundles of muscle fibres by small 
cells, and the edematous condition of the muscle walls is well marked. 
There are many dilated lymphatics scattered throughout the whole 
area of the musculature, and evidence of inflammation surrounding 
these dilated lymphatics and newly-formed blood-vessels is everywhere 
abundant in the groups of round cells surrounding these structures. 

Having regard to the age of this patient, the arteries are distinctly 
thickened, and in some fields there is a considerable increase in the 
number of quite small vessels. This thickening is chiefly in the 
middle coat, but the outer coat is also involved. Many vessels are 
distorted in shape, and some almost obliterated, but the most striking 
feature is the increased vascularity, that is, the greatly augmented 
number of small vessels distributed through the muscle wall. 

The endometrium is scanty in amount, though normal in appear- 
ance, save in that part which is immediately adjacent to the muscle 
wall. Small groups of round cells may be seen, and can be traced 
up along the line of invading vessels and glands into the musculature. 
With this solitary, though important, exception the endometrium is 
normal. 

In searching for literature that would throw any light upon this 
condition I find there are recorded isolated cases or small groups 
of cases by various authors under various titles. 

In the June number of the Journal of Obstetrics and Gynecology 
of the British Empire, 1905, there appears an article by Dr. Freeland 
Barbour, of Edinburgh, entitled “ Climacteric Hemorrhage.” He 
there cites an interesting case of his own, where there was marked 
sclerosis of the uterine vessels, and to such a degree that the vessels 
stood out on section of the organ. 

Mr. Bland-Sutton, in the Lancet of May 27th, 1905, refers to some 
cases under the title of ‘“ Uterine Fibrosis.” The chief symptom was 
persistent and severe hemorrhage which necessitated hysterectomy. 
Again, as far back as 1899, he says, in the British Medical Journal 
for that year: “I take the view that these fibrotic changes are 
secondary to chronic infective metritis, and are analogous to that 
curious fibroid change (syphilitic) which occurs in the muscle tissue 
of the heart, and which entails consequences so serious as sudden 
death.” 

Dr. Palmer Findley, in the American Journal of Obstetrics, 
Vol. xliii., 1901, describes some cases under the title of ‘“ Arterio- 
sclerosis.’ His attention seems to have been confined entirely to 
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Fig. III. 


Very extensive degeneration of uterine wall; only faint 
traces of muscle fibre are to be found; enormous increase of 
small vessels and dilated lymphatics. This change resembles 
hyaline degeneration under the low power. 
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Fic. IV. 


There has been great increase of intermuscular fibrous tissue, 
which has undergone degeneration, closely resembling hyaline 
degeneration in appearance. Some of the arteries are greatly 
thickened, and these have also undergone degeneration, 
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the arterial changes, though he incidentally refers to the changes 
in the muscle wall, saying briefly: “There was atrophy and 
degeneration of the musculature.” Now in all cases that were quoted 
by Dr. Palmer Findley the patients’ ages are given from 40 to 49. 
Dr. Barbour’s patient with climacteric hemorrhage was aged 46. 


Gottschalk, in the Archiv fiir Gyndkologie, Vol. Ixvi., 1902, quotes 
two cases of arterio-sclerosis, but the ages were 61 and 56. 


It is clear therefore, from the ages given by the various authors 
I have quoted, that their patients were at or about the menopause. 
Now all my cases may be fairly described as young women. The 
youngest was 29, and the eldest 34. The importance of this is easily 
seen, for as age advances in multiparous women and the menopause 
draws near, it is found to be the normal condition for the arterial 
walls to be thickened. The age of the patients under discussion 
has therefore an important bearing upon the histological changes. 
Moreover none of my patients was multiparous. 


At the meeting of the London Obstetrical Society in October, 1905, 
I showed a uterus (with microscopical sections) which had been 
removed for tubercular disease. The woman had suffered from 
continuous hemorrhage, varying in amount from a mere staining 
to occasional flooding, but incessant. The microscope showed 
tubercle from cervix to fundus in the endometrium, but in addition 
to this there was evidence of inflammation affecting the whole uterine 
wall, viz., much increase of fibrous tissue and marked peri-vascular 
proliferation of small round cells. In many places fibro-blasts were 
in the process of formation. This particular case is interesting, as it 
was originally the seat of tubercular disease, but as this patient 
suffered from complete prolapse, the uterus being actually outside 
the vulva, it had become eventually the seat of a mixed infection, 
as the cervix was markedly eroded and covered with foul septic 
discharge. It is interesting to notice the distribution of the tubercle. 
This was entirely confined to the endometrium, whereas the chronic 
inflammation of the uterine wall had affected it through the whole 
of its structure. The most advanced changes were to be seen in that 
portion of the wall lying immediately under the peritoneum, whilst 
it is evident from the changes to be seen in that portion of the 
muscle wall lying nearest the endometrium that this structure has 
been the portal through which infection of the uterine wall entered. 

Dr. Freeland Barbour quotes Richelot, who draws a distinction 
between arterio-sclerosis and true inflammation, for he says: “‘ The 
former depends on vascular changes, the latter on infection.” 
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That infection plays a very important part in the condition now 
being discussed seems clear from the following case : — 

Mrs. F., aged 31, married eleven years, had never been pregnant. 
In March, 1901, the period did not appear. Hitherto she had been 
regular every 28 days, and suffered no pain. It usually lasted four 
to five days. At the end of April she met with an accident. There 
was violent hemorrhage, which reached alarming proportions. She 
was curetted in the country. This was followed by a severe and 
protracted illness, keeping her in bed for three months. __ 

In January, 1902, I saw her for the first time. She told me that 
since her illness she had been bleeding seven or eight, sometimes ten 
or twelve days at each period, and for the last six months there had 
been an intermenstrual discharge, which was gradually increasing 
in severity, and that it had been continuous for the last ten weeks. 
This was confirmed by her husband and her maid. She was kept 
in bed for the next fortnight in order that I might assure myself as 
to the severity of the hemorrhage. The anemia from this continuous 
loss was profound. Abdominal hysterectomy was performed. 
Examination of the uterus revealed a condition similar to that 
described in the first case. 

This case is peculiarly complete in that we have the cause 
originating in septic inflammation following curettage for what was 
probably an early miscarriage. Here, the infection starting at the 
endometrium has invaded the whole of the uterine muscle wall. 
This patient is now completely restored to health. 

My attention was first directed to this condition of chronic 
infective metritis by a very striking case, a brief recital of which 
may be of interest :— 

N.L.T., aged 31, was married at 20, and had one child 18 months 
after marriage. 

She first consulted me in 1897, and told the following story :— 
She had never been well since the birth of her child, which was 
then 8 years old. She had suffered from severe leucorrhea; her 
periods had increased both in quantity and in the length of time they 
had lasted, and she was unable to stand long, or walk far on account 
of a continual bearing-down pain “as if her insides were coming out.” 
For the last two years she had noticed that her discharge, which was 
formerly yellow, was nearly always tinged with blood. 

She was painfully emaciated. A very tall woman, standing 
5 ft. 113 in., she weighed but little over 7 stone. She was profoundly 
anemic, and spent most of her time either in bed or on the sofa. She 
was unable even at the best of times to walk half a mile. 
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muscle wall. High power. 
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She had passed through the hands of several of the most 
distinguished gynecologists of the day. She had been curetted three 
times and had had two rest cures of six weeks each, and all of noavail. 

Examination showed perineal laceration almost to the rectum, 
a transverse laceration of the cervix up to the vaginal roof. There 
was an extensive scar in the vaginal roof on the left, and a less 
extensive one on the right. The uterus was considerably prolapsed. 
The cervical lips were completely everted, greatly thickened, and 
bathed with a copious discharge. 

In consultation with the late Dr. William Playfair, it was decided 
to perform a trachelorrhaphy with colporrhaphy and a perineorrhaphy. 
This was accordingly done. At the same time she was again curetted. 
For some six months there was a distinct improvement. At the end 
of twelve months the intermenstrual hemorrhages increased in 
severity, and the patient’s general health was distinctly worse. 

At this time Mr. Bland-Sutton saw the case with me. He advised 
hysterectomy, advice with which, however, I did not agree, and so the 
patient remained in this unsatisfactory condition, drifting from bad 
to worse for another six months, when it became evident that delay 
was no longer justifiable. [therefore performed vaginal hysterectomy, 
and the patient is now perfectly well and restored to health. 

I have only one regret in connection with this case, and that is, 
that I did not accept the advice of Mr. Bland-Sutton when he first 
proffered it. 

The following are the pathological notes of the case, and photo- 
graphs have been made of the sections which well illustrate the 
fibrotic changes which have occurred :—The uterus was removed by 
vaginal hysterectomy. There was a transverse laceration of the 
cervix extending to the vaginal roof; both anterior and posterior 
lips were everted, greatly thickened and denuded of mucous membrane. 
The walls felt denser and firmer than normal. There were no obvious 
changes in the endometrium, but a very striking alteration of the 
muscle wall was immediately noticed when examined under the 
microscope. The muscle tissue was split into islands, with broad 
bands of fibrous tissue running in all directions. In places, this 
fibrous overgrowth was dense and well organized, whilst in other 
places it was undergoing degeneration, taking the stain badly, and 
looking like a homogeneous surface studded with small perforations. 
Many of these are probably dilated lymphatics, whilst others are 
small blood-vessels, for corpuscles may be seen in situ. In other 
fields, again, the process of inflammation is evidently more recent, 
for masses of round cells may be seen surrounding and accompanying 
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blood-vessels, and separating the muscle fibres, and evidently invading 
the territory of the musculature. Indeed there are observed fibro- 
blasts in process of formation into organized fibrous tissue. 

So far the cases recorded illustrate two distinct stages of 
inflammation. 

It will be remembered, in recording the histological changes of 
the first case, the chief and dominant feature was peri-vascular and 
peri-glandular proliferation of round cells, entering the muscle wall 
through the endometrium, tracking along the vessels, and gradually 
invading the muscle wall itself. 

In the case just recorded the most noticeable feature is the 
extraordinary overgrowth of fibrous tissue which has separated the 
bundles of muscle fibres and replaced the muscle tissue. 

In the next case the histological changes are those which I 
conceive to be the final stage of chronic infective metritis. 

This patient was aged 31 at the time she consulted me in 1901. 
She had one child, aged 9. There was a history of a miscarriage four 
years previously to my first seeing her. About this time, that is, in, 
1897, she had suffered from an acute copious yellow discharge and 
painful micturition; was acutely ill for some weeks, giving in fact 
the history of an acute attack of gonorrhea. From the time of this 
miscarriage she dates her illness. The hemorrhages, which up to 
that time had lasted five or six days, and were of the 28 days’ type, 
had increased to an alarming extent. Intermenstrual hemorrhages 
had been frequent and severe. The woman was evidently very ill. 
On one occasion the hemorrhage came on with such severity and 
alarming rapidity that she had to be lifted from her horse and 
laid on the ground in the hunting field. 

I saw her in London in the early part of 1901. She lay in bed for 
six weeks with continuous hemorrhage, being never entirely free; 
sometimes it was slight, but oftener very severe. She had been 
curetted six months before. The doctor in the country, who came 
up to town, assured me of the alarming extent of her hemorrhages. 
All the usual remedies, viz., ergot, rest, hydrastis and hot douches were 
tried. At the end of six weeks the bleeding became markedly less. 
She was then sent to Woodhall Spa to recover, but in June she was 
again brought up to town by her husband and her medical attendant, 
as she had suffered from another severe attack of hemorrhage. 

Dr. William Playfair saw her with me at this time, in consultation, 
and advised hysterectomy. Dr. Hugh Playfair assisted me at the 
operation. The recovery was without incident, and she is now 
restored to perfect health. 
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The following are the notes of the histological changes of the 
uterus:—It measured three inches in length. There was nothing 
noticeable in the endometrium, but the changes in the uterine wall 
are the most remarkable that I have ever seen, and I have examined 
a very large number of uteri. There is under the low power very 
extensive degeneration of the whole of the uterine wall. Scarcely 
any muscle fibre is to be detected at all; only faint traces here and 
there are to be found. There is an enormous increase of small vessels 
and dilated lymphatics. In whatever part of the section one looks 
it is literally studded with small spaces. The arterial walls are 
greatly thickened, and this thickening, as is almost universally the 
case in all instances that I have examined, is chiefly in the middle 
coat, and under the high power this middle coat is itself undergoing 
degenerative changes. In some parts of the field, an exaggeration of 
the condition described in the last case may be seen. Here and 
there may be seen the remains of muscle tissue arranged in small 
patches. There has evidently been an immense overgrowth of inter- 
muscular connective-tissue which has undergone degeneration. This 
degeneration closely resembles in appearance hyaline degeneration. 
Tn the photographs which have been taken both under the higher and 
lower power, the changes that I have described are very well shown. 

The hemorrhage from this patient was, with one exception, the 
most severe that I have ever seen, and that exception took place in a 
patient of Dr. Eden’s, a good many years ago, when I was at the 
Chelsea Hospital for Women as Pathologist, in which changes were 
found very similar to those I have described. 

From a study of the clinical history together with the pathological 
changes of these cases, of which I have selected the most striking 
as illustrations, I have arrived at the conclusion that chronic infective 
metritis may be responsible for the hemorrhage occurring from uteri 
in which no malignant disease can be found and which are not the 
seat of fibro-myomata. In all the cases that I have studied there has 
been a history of infection of some sort or another. I have searched 
diligently and spent many hours in the endeavour to discover some 
micro-organism, but hitherto I have not satisfied myself sufficiently 
to be able to demonstrate it, although in some of the slides from the 
first case described, which stained especially for micro-organisms 
with gram, I found something very suspiciously like streptococcus. 

There can be little doubt as to the cause of infection in the last 
patient. She was evidently the victim of a gonococcal infection, 
which must have been extremely acute to have wrought such devasta- 
tion in her uterus as was demonstrated by the microscope. 
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In the earlier part of this paper I referred to the age of the patient 
as an important factor. It is clear that these cases stand in a 
category altogether outside the hemorrhages of the climacteric period 
of Dr. Freeland Barbour’s case or of the arterio-sclerosis group of 
Dr. Palmer Findley, or of Gottschalk, whose patients were 56 and 60. 
Indeed if the reading of these cases be true, age has nothing to do 
with the condition. 

I do not suggest that I am describing a new disease. All I claim 
is that these cases, instances of which have probably occurred to all 
or most of us, deserve to be placed in a class of their own, and I have 
suggested the title “Chronic infective metritis,’ because it appears 
to be the most inclusive term, and consistent with general pathology. 
It is true that Mr. Bland-Sutton’s cases of fibrosis come into this 
category, but the term “ fibrosis ” would exclude the first of my cases 
and the last of them, whereas I cannot help thinking that his is only 
one stage, and that the middle stage of a process of inflammation of 
the uterine wall, of which round-celled infiltration is the first, inter- 
muscular fibrosis is the second, and degeneration of this fibrous 
overgrowth is the third or final stage. That these three stages 
gradually merge the one into the other, and that two of them may, 
and do, exist in the same uterus is evident from a close study of the 
histology of these cases, for in my first case there is evidence in a 
larger grouping of round cells that fibro-blasts, which eventually 
develop into fibrous tissue, are in the process of doing so, and in the 
second case, where the fibrous tissue is the most prominent feature, 
there are fields illustrating the maturity of the first stage and the 
infancy of the third, but the case which affords the best opportunity 
for studying the whole process of inflammation is provided by the 
section of the tubercular uterus which I showed at the October 
meeting. There the infection was probably primarily tubercular. 
I say probably because it was most in evidence in the endometrium, 
and the history of tubercle was absolutely complete in other organs 
of the body, but this is by no means certain, for the patient was the 
subject of complete procidentia. The uterus was outside the vulva. 
It was exposed to a mixed infection, and might easily become the seat 
of tuberculosis superimposed upon an already diseased organ, but in 
any event whether the tuberculosis was primary or secondary, the 
histological appearances are those of “chronic infective metritis.” 

With regard to treatment, it is clear that after all palliative 
measures have been tried and persevered with, hysterectomy is the 
only course that is open to us. 

Drugs and curettage, local treatment by douches, tampons of 
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glycerine and icthyol, and various intra-uterine medicaments should 
all be given a fair chance, but if the hemorrhage is severe, persistent 
and uncontrollable, then I think one should not hesitate to advise 
and perform hysterectomy, for I take it that the responsibility of 
declining to perform an operation of the necessity for which one has 
convinced oneself, is at least as great as the responsibility of perform- 
ing an operation of the necessity for which one is in doubt. 
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Hernia of the Uterine Adnexa, with a Personal 
Experience of Seven Cases.* 


By E. Scorr Carmicuart, M.B., F.R.C.S. (Edin.), 
Gynecologist, Royal Public Dispensary; Assistant Surgeon, Royal 
Hospital for Sick Children, Edinburgh. 


Tue greater frequency with which radical cure of hernia has recently 
been performed has enabled surgeons to investigate more intimately 
the anatomical and pathological conditions present, not merely as 
regards the nature and extent of the peritoneal protrusions, but also 
with regard to the contents of the protrusions. 

Nothing is more instructive than the results found from a series 
of operations on young children; and having had the opportunity of 
operating upon a considerable number of young females for hernia, 
I am enabled to place on record several cases of hernia of the ovary 
and Fallopian tube. 

Inguinal hernia in the female is associated with hernia of the 
uterine adnexa in a very large proportion of cases. One may expect 
to find this association in from 25 per cent. to 30 per cent. of inguinal 
herniz operated upon in the female. Out of 23 of my own operations 
for inguinal hernia in the female, the ovary or Fallopian tube or both 


were present in seven cases. 

Of a total number of 76 cases of inguinal hernie operated upon 
in female children in the Edinburgh Royal Hospital for Sick 
Children, 30 had contents in the hernial sac; and of these 24 contained 
the ovary, Fallopian tube or both. They therefore form the most 
common content of female inguinal hernia found at operation, and 
are intimately associated anatomically with the peritoneal protrusion, 
the so-called canal of Nuck, and relatively as compared with the 
frequency of any one content of the hernial sac in the male, occur 
in a larger proportion of cases of inguinal hernia than any other viscus. 
Although isolated cases are from time to time recorded as being 
of rare occurrence, one must therefore consider ovarian hernia as one 
of the, if not the, commonest as compared with hernia of any other 
abdominal viscus. 

Of the seven cases I operated upon three were bilateral, three 
were right-sided, and one was left-sided. If we consider them with 


4 regard to the age of the children, it is convenient to divide them into 
Re three periods: —Two occurred in babies under 1 year of age, three 


* Read before the Edinburgh Obstetrical Society, May, 1906. 
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in girls under 5 years of age, and two in girls under 12 years of age. 
Relatively speaking, therefore, the frequency of ovarian hernia is 
greatest in the first year of life, as compared with any other, and 
tends to diminish, in proportion to the frequency of hernia, the older 
the subject. 

Thus on examining a more extended record of cases of inguinal 
hernia in the female operated upon in the Royal Hospital for Sick 
Children (and I am indebted to Mr. Stiles for the use of his cases), 
the following facts were elicited :—That in 21 cases of hernia under 
1 year the adnexa were present in 13; in 21 cases under 5 years, 7; 
and in 34 cases under 12 years, 2. In young babies the subject of 
inguinal hernia the uterine adnexa may therefore be looked for in 
over 60 per cent. of cases. 


Nature of Hernia. 

In considering this hernia, it is perhaps well to define more 
accurately what is meant by hernia of the uterine adnexa. The 
degree of hernia varies to a considerable extent, from that of a 
complete descent of the ovary and Fallopian tube with the broad 
ligament into the canal of Nuck, to any partial protrusion of one or 
both of these organs. The slightest degree is a condition in which 
the ovary and Fallopian tube lie at or just within the abdominal 
ring, where the attachment of the infundibulo-pelvic ligament is 
found on the posterior wall of the sac, and where, by following this 
up, the ovary and Fallopian tube are found and can be pulled into 
the sac. In order to reduce the contents satisfactorily it is necessary 
in all these degrees of hernia to divide the attachment of the 
infundibulo-pelvic ligament to allow the ovary and Fallopian tube 
to pass back freely into the abdomen. 

The more complete hernie are the commoner the younger the 
child. Five of the above hernie were complete, while in two the 
infundibulo-pelvic ligament alone was present in the sac, that is, the 
ovary and Fallopian tube were not present as far as could be made 
out by palpation, before operation. 


Anatomical Conditions. 

Canal of Nuck. This peritoneal projection has been the subject 
of considerable controversy, from those on the one hand who regard 
it as a normal protrusion present in the foetus and disappearing 
shortly before childbirth, and those who believe it to be an abnormal 
protrusion, not in any way analogous to the processus vaginalis in the 
male. 


Duplay examined 21 female foetuses at the ages of 4 and 5 months, 
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and was unable to find any trace of the canal of Nuck. His results 
have been supported by Heegaard, Biermer and others. On the 
other hand, Waldeyer and Schifer describe the canal as if it were a 
normal condition found in the female feetus. 

The relationship of this canal to the part of the parietal 
peritoneum forming it is an interesting one. From the frequency 
with which the ovary and Fallopian tube are present in the sac, and 
from an examination of their anatomical position in the sac, one can 
undoubtedly say that the peritoneum most usually forming the sac 
is that part of the parietal pelvic peritoneum giving attachment to 
the broad ligament, and more especially that part of it which passes 
from the infundibulo-pelvic or suspensory ligament of the ovary. 
This fold of peritoneum is intimately attached to the posterior wall 
of the canal of Nuck in these cases, and is frequently very short, so 
that the ovary and Fallopian tube are almost sessile (see later). 

In the case of hernial sacs in which the ovary and tube are 
not present at operation, this fold is seen, and by traction upon it 
the ovary and Fallopian tube may be pulled into the sac. The 
thickness of the peritoneum varies very considerably, as it does in 
the corresponding conditions in the male; but, speaking generally, 
one is inclined to consider that it is as a rule much thicker than the 
processus vaginalis of the male. Its length is not great in children, 
and I have not seen it extend as far down as the labium majus, as 
it does in the corresponding condition in the adult female. Although 
the canal does not as a rule exceed an inch to an inch and a half in 
length in children, its length within certain limits has a distinct bear- 
ing on the presence of the adnexa within it. Thus the longer the canal 
the more likely are they to be present for obvious reasons. That the 
length or even presence of the canal is due to the round ligament 
or lower part of the inguinal ligament is again a matter of some 
interest. 

The Round Ligament. What then is the relationship of the 
round ligament to the canal of Nuck? Martin describes it as being 
inserted into the apex of the canal of Nuck, while Waldeyer considers 
that the round ligament is surrounded only partially by the peritoneum 
of the canal of Nuck. In many of the cases operated upon the round 
ligament was seen distinctly passing up towards the apex of the canal; 
many of the fibres appeared to spread out over the canal, but the 
majority seemed to form a band which passed behind and internal to 
the sac, though apparently intimately associated with it. One must 
rather agree with the view held by Waldeyer. 

It seems probable that the descent of the ovary, like that of the 
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testicle, is due to the inguinal ligament, and that its non-development 
or slower growth may lead to an excessive traction on the ovary and 
its peritoneal connections, and one cannot help considering that the 
frequent association of the two conditions and their intimate 
connection must be due to one and the same cause, namely, the 
shortness of the round ligament. 

Artificially a canal of Nuck may be formed, and this I have 
proved to my own satisfaction on the cadaver in adults, by excessive 
traction on the round ligament, whereby a funnel of peritoneum 
may be pulled into the inguinal canal almost entirely surrounding 
the round ligament. This can be demonstrated on the living subject 
during the performance of the Alexander-Adams operation. One must 
therefore consider that the canal of Nuck and the inguinal ligament 
are intimately associated, and that the presence of the former depends 
on excessive traction resulting from the imperfect development or 
shortness of the latter. 

Ovary and Fallopian Tube. In examining a considerable number 
of children post mortem, I have been much struck with the marked 
degree of variation in the position of the ovary under normal condi- 
tions. The ovary may lie high up near the lower end of the kidney on 
the psoas muscle, its long axis being vertical, and may be situated 
anywhere intermediate in position between this and the internal 
abdominal ring. It most frequently lies in the true pelvis behind 
the uterus, but not infrequently in the false pelvis. 

When the Fallopian tube and ovary are situated in the canal of 
Nuck they are not easily displaced like a coil of intestine, for 
although mobile to a certain extent they are more or less fixed. 
When lying well down in the sac, frequently they cannot be replaced 
until their peritoneal attachment to its posterior wall has been 
divided. If one draws upon this peritoneal attachment as present 
in an empty canal, the Fallopian tube comes first into view and then 
the ovary. 

Lockwood, in describing the relative position of the ovary and 
Fallopian tube in the canal in a case recorded by him, in which there 
was torsion of the adnexa, seems to believe that the ovary occupies 
a lower level than the Fallopian tube. 

I am unable to support his view from my own experience. The 
Fallopian tube in my cases lay lower down in the sac than the ovary, 
and generally internal to it, that is, nearer the middle line. That 
this is the more common relationship is supported by the fact that 
the Fallopian tube may be present in the canal without the ovary, 
while in none of my own cases was the ovary present without the tube. 
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In two patients, aged 6 months and a year and a half respectively, 
the Fallopian tube alone was present in the sac, considerable traction 
being required to pull down the ovary. 

While the anatomical position of the ovary and tube shows such 
marked variation within the normal, the same variation may be noted 
as regards the macroscopic appearances of the ovary. This is of 
importance when one has to consider the question of the advisability 
or not of removal of the ovary when present in a hernia. An 
examination of a large number of ovaries in children post mortem 
has convinced me that it is extremely difficult to judge clinically as to 
its normal condition or otherwise. 

The ovary varies in shape markedly from that presenting the 
appearance of an elongated flattened band, to one which is oval, thick 
and bean-like in shape. The surface may be smooth, presenting no. 
signs of follicles, or, again, may be irregular with follicles of con- 
siderable size and almost cyst-like in appearance. These varieties 
are seen in different individuals of the same age as well as in those 
of different ages. 

With such variation under normal conditions one must consider 
carefully the advisability of removal of the herniated organ, as has 
been so frequently recommended. I have not felt justified in 
removing the ovaries in any of the above cases, and therefore am 
unable to discuss their histological characters. 

That the ovary continues to functionate in its abnormal position 
is shown by cases recorded by Scheutzer, Engelmann and others, 
whilst ectopic pregnancy in the hernial sac has been recorded by 
Balin, Gofey and others. 

That pathological changes are of frequent occurrence in herniated 
ovaries is what might have been expected. Acute and chronic 
inflammatory changes are most common. Torsion is not infrequent, 
and such a condition is described by Lockwood and others. In most of 
the cases of torsion recorded the patients have been infants under one 
year, the symptoms presented being those characteristic of strangula- 
tion. Cystic degeneration and malignant changes in later life are 
described. None of these possibilities, however, seems to me to 
warrant removal of the ovary in its abnormal position any more than 
under normal conditions. Again in many cases of hernia of the 
ovary in adults the function of the organ has not been destroyed, as 
shown by the occurrence of regular menstrual changes, pregnancy, etc. 

Association with other Malformations. Several authorities record 
the association of hernia of these organs with maldevelopment or 
non-development of them or the other genital organs. Cazeaux 
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seems to have reported the first case in which the uterus was absent. 
Puech has collected 88 cases with 33 abnormalities, and Bitzako 
91 cases with 39. The uterus is in these cases either absent or under- 
developed or such conditions as uterus unicornis, bicornis and false 
or true hermaphrodism are present. In none of my cases was any 
abnormality seen, although for obvious reasons the condition of the 
uterus could not be ascertained, and in most cases recorded it would 
seem that this was not investigated until adult life. 


Femoral Hernia. This occurs much less commonly than the 
inguinal variety as a congenital condition, and I have not operated 
on a single case of this form in a child. Most of the recorded cases 
of hernia of the ovary and Fallopian tube into the femoral canal 
have occurred in women in adult life. According to Deneux, the 
proportionate frequency of this hernia to that of the inguinal variety 


is as 1—9. Englisch records 9 to 27 inguinal cases, and Bitzako 17 
to 91 inguinal cases. 


In conclusion, these cases seem to show that in young female 
subjects inguinal hernia is associated in a very large percentage of 
cases with displacement of the adnexa. It is striking that although 
femoral hernia is so common in the adult female, prolapse of the 
adnexa is relatively uncommon in this anatomical position. These 
considerations largely support the view that the association of the 


two conditions in the inguinal variety is due to a developmental and 
congenital cause. 
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Malignant Endocarditis during Pregnancy: with an 
Illustrative Case." 


By Sir J. Hattrpay Croom, M.D., F.R.C.P. (Kdin.), 
Professor of Midwifery, University of Edinburgh. 


MaiGNanr endocarditis, under which term I include all cases of 
severe acute endocarditis whether attended by actual ulceration and 
loss of substance of the endocardium or not, is unfortunately only too 
well known in connection with the puerperal state. Puerperal in- 
fection is mentioned as a possible cause by all writers since the 
disease was identified, and a glance at the literature of the subject 
suffices to show how well founded this statement is. The disease it- 
self is actually about three times as common in the male sex as in the 


q female. But of 49 fatal cases occurring in the female, in the statistics 
4 of Kanthack and Kelynack, we find eight put down to puerperal 
s infection—an average of rather more than 16 per cent. On the 
2 other hand the occurrence of malignant endocarditis in pregnancy 
" is a rarity. In his Goulstonian lectures on malignant endocarditis, 
Osler mentions four cases as having occurred in pregnancy. In 
addition to these, I have been able to find only two more cases, after 
: an extensive, if not exhaustive, search through the literature. 
7 The mode of onset, the symptoms, and the course of malignant 
i endocarditis are all so diverse that it is not possible to draw a clinical 
ae picture that will fit every case. Two types are in general recognized 
a —the typhoid type, and the intermittent, septic or pyemic type. 
E These again are subdivided into cardiac and cerebral varieties, accord- 


ing as the predominant symptoms are cardiac or cerebral. Actually, 
however, we find cases which link these different types and varieties 
together by innumerable gradations. 

The typhoid type is much the more common. In it we have 
irregular temperature, sweatings, great prostration with low delirium 
and somnolence, in short, a typhoid state. 

In the pyemic or septic type, which is that usually found in 
puerperal cases, we have practically an acute septicemia, with 
rigors, high and irregular temperature, and sweatings. Occasionally 
the temperature curve is exactly like that of a quotidian or tertian 
ague. 


* Read at a meeting of the Edinburgh Obstetrical Society, June 13th, 1906. 
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In the cardiac group we may find any and every variety of 
cardiac distress and failure. The symptoms of the cerebral group 
simulate closely those of meningitis. 


Finally, in any of the forms we may have symptoms of embolism _ 
occurring—hemiplegia, and infarction of the spleen, kidneys, lungs, 
etc. 

The condition of the heart itself may be misleading. Murmurs 
may not be present at all. Or they may be heard in any area and 
of any variety. Systolic murmurs at the apex are perhaps the most 
common. The heart sounds are of course weak, especially the first, 
and there may be reduplication of the second. The pulse is usually 
weak and irregular. 


It is obvious therefore that there is a wide field for error in the 
diagnosis of this condition. In particular the differential diagnosis 
is from pyemia, typhoid fever, and acute general tuberculosis. 


From the first of these, pyeemia, it is not easy to diagnose the condition. 
They are more than closely allied. Malignant endocarditis is indeed, 
as Wilks has said, an “Arterial pyemia.” The occurrence of embolic 
symptoms of course clears up the diagnosis in any case. While the 
common irregularity in the temperature and the possible presence of 
cardiac pain are points to be borne in mind in distinguishing the 
condition from typhoid. 

The following is the record of a case of malignant endocarditis 
which occurred in my hospital practice last winter. 

Mrs. B., aged 23, a primigravida, was admitted to the Royal 
Maternity Hospital, Edinburgh, on November 16th, 1905; she was 


suffering from albuminuria and dropsy, and was five weeks from 
full term. 


History. Six years ago she had a severe attack of pneumonia. 
Since then she had suffered almost constantly from dropsy of her 
legs, with palpitations and breathlessness. When these symptoms 
became well marked, her menstrual flow ceased, and under rest and 
the administration of Blaud’s pills, her condition markedly improved. 
When she became pregnant in March, 1905, she was fairly well, 
having been at work as a domestic servant for the previous year; but 
during her pregnancy dropsy of the legs, with palpitation and short- 
ness of breath, began again to trouble her. 

On October 5th, when six months pregnant, she had a shiver- 
ing fit, with intermittent pains in the back and abdomen, and 
vomiting. For the first time her face and hands became swollen. 
The attack passed off in a day or two, and since then she was not 
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confined to bed; but her urine became less in quantity, and gave her 
pain whilst being passed; she passed urine about six times in twenty- 
four hours. 

The patient had had no disturbances of vision or hearing, and no 
fainting. She occasionally had headache and vomiting, a so-called 
“bilious attack.” 

On admission, it was noted that the patient was a well-developed 
woman, of ruddy complexion, and well nourished. Her breathing 
was easy when she lay at rest, but became embarrassed on slight 
exertion. Her pulse was 78, regular, of good volume and moderate 
tension, and the arterial wall was just palpable. Her temperature 
was 98'4°F. There was slight dropsy of the lower limbs, but none 
of the rest of the body. Her urine contained 2°2 grs. of albumen and 
7 grs. of urea per oz. The specific gravity was 1017; no casts were 
found. 

There was a blowing systolic murmur at the base of the heart 
well heard also in the tricuspid area; no murmur was audible in the 
mitral area. 

The abdomen presented the appearance of an eight months’ 
pregnancy, and the fetal heart was heard distinctly. 

Patient was comfortable and quite free from pain. 

November 17th. Inthe morning, the patient had slight sickness and 
headache. During the day her temperature rose from 99°F. to 
103°F. Her pulse was 126, but continued regular and of good 
amplitude. No change in the cardiac murmurs could be made out. 
The cedema became very marked, so that the outlines of the face were 
scarcely recognizable; there was fluid in the abdomen with cedema of 
the whole subcutaneous tissues; 28 fl. oz. of urine were passed during 
24 hours. There was scarcely any perspiration although the patient 
was surrounded with hot bottles. She complained of nothing except 
slight headache. 

November 18th. The dropsy was slightly less in the morning, 
and gradually diminished during the day. The morning tempera- 
ture was 101°5°F., the evening 102°5°F. There was a painful, tender, 
erythematous patch on the upper part of the right thigh. The urine 
was about 30 fl. ozs. per diem, and the analysis was as follows :— 
acid, specific gravity 1027, albumen 240 grs., and urea 8grs. per 
fl. oz., a little blood and a few epithelial casts. There was still very 
little sweating. 

Examination of the heart and lungs showed no change. The per- 
cussion note over the abdomen was tympanitic as low down as mid- 
way between the umbilicus and the symphysis pubis. 
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Early labour-pains began in the afternoon, and gradually in- 
creased in severity. 

November 19th. Patient slept fairly well. She vomited at 6 a.m. 
and at 10 a.m. The vomit was for the first time chocolate coloured 
and contained blood; 30 fl. ozs. of urine were passed in 24 hours, con- 
taining 10} grs. urea per fl. oz.; on being boiled the urine became 
solid with albumen. The temperature fell to 101°F.; the pulse was 
106, regular, and of good volume and tension. The dropsy had 
practically gone, and except for the labour-pains, patient was quite 
comfortable. 

At 12-30 p.m., patient was examined; the os uteri was fully 
dilated, the head presenting. Chloroform was given, the membranes 
were ruptured, the forceps was applied, and labour was completed in 
half an hour. The child was small, and stillborn; the placenta 
showed infarcts. The mother took the anesthetic well, was sensible, 
and had a good pulse after labour. ‘ Pulse 96, temperature 100°4°F. 

During the day patient was restless, but had no pain. She was 
frequently sick, and vomited: the vomit contained no blood. Her 
temperature rose to 102°F. in the evening; and her pulse (130) be- 
came irregular especially in amplitude. She slept occasionally during 
the night, and the vomiting ceased; but the temperature rose, the 
pulse became more irregular, and dropsy became very marked. At 
9 a.m. the pulse became imperceptible at the wrist, and at 10 a.m. the 
patient died in a state of extreme cyanosis. 

The treatment was directed mainly to obtaining free diaphoresis, 
diuresis, and movement of the bowels, to allaying the sickness, ac- 
celerating the labour, and in the later stages stimulating the heart. 

Summary of post mortem report. “Septic endocarditis of aortic 
and mitral valves, which were the seat of a chronic endocarditis. 
Acute myocarditis, chronic adherent pericarditis. Acute toxic 
changes in all the organs. No evidence of septic infection of the 
uterus.” 

The post mortem examination was made 24 hours after death, by 
Dr. Lyon. The body was in a condition of general “rigor mortis,” 
and presented a degree of universal anasarca, such as one rarely sees 
in the post mortem room. On incising the skin and subcutaneous 
tissues clear serous fluid welled freely from the sodden, edematous 
tissues. The abdomen was very much distended and the peritoneal 
cavity contained about 300 fi. ozs. of clear serous fluid. The presence 
of this quantity of fluid in the peritoneal cavity exerted a degree of 
compression sufficient to cause collapse of the whole extent of the 
small intestine; the stomach, on the other hand, was enormously 
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distended with flatus and fluid, being in a condition of acute dilata- 
tion, a condition which one may regard as the result of the compres- 
sion and collapse of the small intestine, inasmuch as the free outflow 
of the stomach contents into the duodenum and small intestine was 
thereby prevented or at least hindered. 

Examination of thorax and contents. The anterior border of the 
left lung was firmly adherent to the anterior surface of the peri- 
cardial sac. The pericardial sac was completely obliterated, a con- 
dition of general adherent pericarditis being present. The peri- 
cardium was bound to the posterior surface of the sternum by firm, 
fibrous adhesions. 


Both pleural cavities were completely filled with clear, straw- 
coloured, serous fluid. There were no fibrous adhesions between the 
pleural surfaces, and there was no evidence of recent pleurisy. 


The bronchi were not enlarged, and there were no tuberculous 
foci. The apices and anterior borders of both lungs were emphy- 
sematous, and the lower lobes were in a condition of recent collapse. 
The other lobes were extremely cedematous and congested, but no 
pneumonic consolidation could be anywhere detected. There were 
no areas of infarction. The bronchi were filled with watery mucus, 
and the mucous membrane showed a condition of chronic venous 
congestion. 


The congestion of the pericardial sac has already been noted. 
The right cavities were dilated and filled with a mixture of post 
mortem and yellow gelatinous agony-clot. The left cavities, especi- 
ally the left ventricle, were also dilated and contained a less amount 
of a similar clot. The endocardium of all the cavities and the intima 
of the blood vessels were deeply blood-stained. The pulmonary and 
aortic valves were competent, but the mitral and tricuspid orifices 
were slightly dilated. The cusps of the aortic and mitral valves 
showed a slight degree of fibrous thickening, and both were the seat 
of an acute endocarditis, the vegetations on the mitral cusps being 
larger and more numerous than those on the aortic cusps. The left 
ventricle was much dilated, and its wall was thin, pale, and flabby, 
being evidently in a condition of acute myocarditis. 

Abdominal organs. The liver was extremely soft and friable, and 
presented a uniformly pale yellow colour; the appearance indicating 
the presence of a very diffuse necrosis rather than fatty degeneration. 

The spleen was much enlarged and was very soft. On section it 


appeared exactly like a mass of recent blood-clot. There were no 
areas of infarction, recent or old. 
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To the naked eye the kidneys presented the picture of a very acute 
nephritis. The superficial and deep cortex was enormously swollen 
and of a pale yellow colour. The capsule stripped freely, the branches 
of the renal artery were not thickened, and there was no macroscopic 
evidence of any chronic change. There were no infarcts. 


The stomach was acutely dilated. There were no areas of infarc- 
tion, but there were numerous petechial hemorrhages in the mucous 


membrane. The intestines showed nothing abnormal beyond col- 
lapse, and pallor of their coats. 


The supra-renal gland showed numerous hemorrhages in the 
medulla. 


The mucous membrane of the bladder was healthy. There was no 
evidence of cystitis. 


The fundus of the uterus lay in the inter tubercular plane, and 
its wall felt soft and flabby. On incising the organ the cavity was 
found to contain a small amount of recent blood-clot, and the lining 
membrane, after removal of blood-clot, presented a healthy appear- 
ance with the exception of several small areas in the placental site, 
which, to the naked eye, appeared necrotic. The areas were removed 
for microscopic and bacteriological examination. The odour of the 
uterine contents was not offensive. From the naked eye appearances one 
would say that the uterus had not been the seat of a septic infection. 
There was no laceration of the cervix. Some of the veins in the 
broad ligament contained a recent thrombus. 


Bacteriological and. microscopic examination of the tissues. Sec- 
tions of the affected valve segments of the heart show the presence 
of numerous staphylococci in the adherent vegetations and in the 
tissues of the segments. 


The muscle fibres of the heart wall show cloudy swelling and in 
places fragmentation. There is edema of the interstitial tissue, with 
here and there aggregations of lymphocytes. 


The liver shows a very diffuse necrosis of its cells, throughout 
the whole extent of the lobules. There is very little fatty degenera- 
tion. There has been a pre-existing fine cirrhosis, but the portal 
spaces are not infiltrated with leucocytes. 


The kidneys show a very intense acute catarrhal nephritis. There 
is no evidence of precedent kidney change. No micro-organisms can 
be discovered in any of the organs. In the necrotic-looking pieces of 
tissue removed from the uterus no micro-organisms can be discovered, 
the tissues being infiltrated with altered blood pigment. 
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That the infection in this case took place before delivery was 
rendered clear no less by the clinical history than by the post mortem 
examination. The patient was eminently susceptible to such an in- 
fection, for two conditions were present which markedly predispose 
to malignant endocarditis. She had chronic valvular disease of the 
heart, a condition present in more than 75 per cent. of cases of this 
disease. There was a well-marked history of chlorosis, an important 
predisposing factor, and this was no doubt wt by the physio- 
logical anemia of pregnancy. 


The course of the disease was excessively short. The disease was 
of the “cardiac” type, which usually runs a course of weeks or 
months. The attack of October 5th was perhaps only nephritic, for 
the patient was tolerably well in the interval, and her temperature 
was normal for fully 24 hours after her admission to hospital. At 
the same time we must not overlook the possibility of its marking the 
first onset of the acute endocarditis. A study of the course of a 
number of such cases shows many instances in which were long 
periods of complete latency of all symptoms. Thus Dreschfeld 
(Brit. Med. Journal, for 1887, vol. ii., p. 998) records a case where for 
five months the only symptom was a slight occasional rise of tempera- 
ture. This was followed ultimately by two successive hemiplegic 
seizures from embolism, and death. The autopsy showed the pre- 
sence of an acute septic but non-ulcerative endocarditis, evidently 
dating from the time when the temperature began to rise. 


The disease, as far as could be determined, however, lasted only 
for four days. This rapidity, of course, is the rule in cases occurring in 
pregnancy ;and usually abortion occurs beforetheend. Inthiscase there 
were three reasons, in particular, for itsearly termination. First, there 
was the repeated strain thrown upon the enfeebled heart by the frequent 
attacks of nausea and vomiting. Secondly, there was the malnutrition 
consequent upon the peculiar condition of the stomach and intestines. 
The increased intra-abdominal pressure appeared to have caused col- 
lapse of the intestine, with secondary acute dilatation of the stomach. 
Probably this condition began on the day after the patient’s admis- 
sion to hospital. The abdomen was then distended not only by the 
accumulation of dropsical fluid, but by the presence within it of the 
pregnant uterus. The acute distension of the stomach would thus 
account for the persistent sickness, and for the excessive abdominal 
tympanites observed on the 18th of November. Inanition, lasting 
for three days, must have hastened the end. Thirdly, the strain 
thrown upon the heart by labour was followed by a rapid increase in 
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the severity of the symptoms. For the 24 hours before labour the 
temperature, pulse, and general condition of the patient improved; 
after labour they steadily became worse, and within 24 hours death 
ensued from acute cardiac failure. 

It is worthy of note that the typical symptoms of the disease were 
not present. There were no rigors or sweatings—indeed, there was 
a distinct diminution of perspiration; there were no cerebral 
symptoms; there was no pain in the joints; there was no dyspnea or 
palpitation ; and there were no embolic phenomena. The absence of 
these does not’appear to be associated with the fact that the woman was 
pregnant, for some cases are recorded in which for the first few days 
no indication of the disease was present except an elevated and ir- 
regular temperature; thereafter symptoms developed, and it is prob- 
able they would very soon have done so in this patient but for her 
sudden death. 

For purposes of diagnosis the cardiac murmurs were as usual not 
of the first importance, for slight changes were obscured by the 
edema of the chest wall, the respiratory embarrassment, and the 
adherent pericardium. 

The infection was staphylococcal. Frequently the mode of 
entrance of the organism is obscure; in this case it may have been 
through a small ulcer on the inner side of the right thigh, or it may 
have been one of those rare cases of primary idiopathic endocarditis— 
so called, doubtless, merely because the mode of entrance of the 
organisms is unknown. 

Let me now glance very briefly at some of the other recorded cases 
of malignant endocarditis in pregnancy. 

In the Charité Annalen (Berlin), 1878, Litten records a case of 
ulcerative endocarditis in pregnancy. The patient had previously 
had acute rheumatism and had acquired chronic endocarditis. In 
the eighth month of her sixth pregnancy she had an apoplectic 
seizure, and was paralysed over the entire left side. When Litten 
saw her, 17 days later, the right side of the heart, and the spleen were 
enlarged. Albuminuria and retinal hemorrhages were present. On 
the following day she was spontaneously delivered of a living child. 
There was moderate bleeding. This was followed by the sudden on- 
set of paralysis of the right side, and death. 

At the autopsy septic emboli were found in both sides of the 
brain, affecting the motor areas. Fresh and old infarcts were found in 
the spleen and kidneys. The uterus and annexa were normal. 

Another case is reported in the Bulletin de la Société Anatomique 
de Paris, in 1879, by Guyot. Patient was 37 years old and had not 
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had rheumatism or any other disease which would predispose to 
endocarditis. She was in the fifth month of her first pregnancy. 
She complained of feverish attacks and rigors followed by sweating. 
The only objective sign was a double murmur audible in the 
precordia, lasting through the period of the whole cardiac cycle, and 
Guyot was unable to determine whether it was endocardial or peri- 
cardial in origin. Quinine was given in large doses, and after two 
days the patient was delivered of a five months’ fetus. The abortion 
was attended with considerable hemorrhage, and the patient gradu- 
ally sank and died a week later. 

The autopsy showed a large recent vegetation on the mitral valve. 
The spleen and kidneys showed infarcts at least a month old, corre- 
sponding to a time when there were no subjective symptoms. The 
condition of the uterus and annexa is not specified. 

Guyot considered that the disease “originated under the influence 
of pregnancy.” 

In the Lancet, January 20th, 1894, p. 155, Dr. Burgess records a 
case of malignant endocarditis in a maried woman aged 30 years, 
who was six months pregnant. The chief interest lay in the obscurity 
of the case from the first, and in the fact that it differed in its 
symptoms from the description of recorded cases. The prominent 
symptoms were pains of a lightning character, shooting in paroxysms 
from the inside of the knee to the base of the abdomen, and a fixed 
pain at the symphysis pubis. There was also after a time paralysis 
of the bladder. The temperature was 101°F., and a murmur was 
apparent from the first in the mitral area, substitutive in character. 
Miscarriage took place on the 7th day, but as the sequele gave rise 
to no fresh symptoms, it was not regarded as a complication. On the 
12th day embolism of the left cerebral artery occurred, followed by 
rapidly increasing coma and death on the 20th day. The remarkable 
points were :— 

(1) The murmur which was present from the first, without any 
previous history of rheumatism. 

(2) The nervous phenomena, which were the distinct features. 

(3) The temperature, which was of the continuous type. 

(4) The difference from the ordinary forms of pyemia, cerebral, 
cardiac, or septic. 

(5) No occurrence of emboli took place till the 12th day, and 
there were no signs of renal or splenic embolism the whole time. 

(6) The peculiar absence of perspiration. 

In the Medical Chronicle (Manchester) for 1896, p. 14, Kelynack 
records a case of a woman, aged 29, who was brought to hospital with 
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severe cardiac dyspnea, and died shortly after admission. The 
autopsy showed pericardial adhesions; sclerosis of the mitral valve; 
ulceration of the valves and chorde tendinee, which were also 
covered with coarse vegetations. The uterus contained a 5-6 months’ 
fetus. Placenta and uterine walls were normal. Vagina contained 
considerable leucorrheal discharge. 

The mere recording of these cases is sufficient to show the wide 
variety of symptoms that may be presented. Dr. Burgess’s case has 
the one point in common with my own case, namely, the “ peculiar 
absence of perspiration.” This is distinctly an odd circumstance, for, 
as Osler says, “sweating is a very frequent symptom, and is worthy 
of special notice, from the peculiarly drenching character, second 
only to ague, and usually far beyond the average mark of phthisis or 
pyemia.” What the explanation of such lack of sweating is, it is 
not possible to say. 

One cannot agree with Guyot that the disease originates under 
the influence of pregnancy, unless that statement is to be taken in a 
very limited sense. Pregnancy may no doubt act as a predisposing 
factor in virtue of the slight anemia which it induces, of the in- 
creased impurity of the blood owing to the oxidation products of the 
foetal metabolism circulating in it, and of the general strain thrown 
upon the whole maternal organism. But except to this limited 
extent, pregnancy cannot be looked upon as a factor in the production 
of endocarditis, and the occurrence of this disease is to be regarded in 
the light of a rare and accidental complication. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to 
which a special interest attaches either from their unusual 


character or from being, in a special sense, typical examples of 
their class.) 


Eclampsia during Pregnancy; Death from Sup- 
pression of Urine ; Extensive Infarction of both 
Kidneys.* 


By Rosert Jarpine, M.D. (Edin.), F.F.P.S. (Glasg.), Professor of 


Midwifery, St. Mungo’s College; Senior Physician to the Glasgow 
Maternity Hospital. 


Mrs. McC., vii.-para, et. 36, 7 months pregnant, was admitted to the 
Glasgow Maternity Hospital on March 11th, 1906, at 7-30 p.m., suffer- 
ing from fits. The fits had commenced in the morning, and there 
had been seven or eight of them. A few days before, swelling of the 
legs and feet had been observed, and the day before admission the 
patient had complained of severe headache. 

On admission the patient was unconscious, and very restless, with 
considerable edema of the face, legs and lumbar region. The uterus 
was soft and flaccid, and the os admitted a finger. The heart sounds 
were pure, and the pulse 110, of moderate tension. The urine became 
almost solid on being boiled. 

Twelve fluid ounces of blood were drawn from the arm, and 
2 pints of saline (sodium chloride and acetate) were transfused. The 
stomach was washed out, 2 ozs. of Epsom salts were administered, the 


a rectum was washed out, and a hot pack was applied. The patient 
> had three fits before midnight, and was very restless. An ounce of 
= Epsom salts, half a drachm of chloral, and a drachm of bromide of 
4 potassium were given by the stomach tube. At 4 a.m. the hot pack 
a was repeated, and the skin acted well. During the remainder of the 
= night and the next day the patient slept a good deal. The bowels 


acted freely four times. 


March 12th. The patient was semi-conscious, but would or could 
not reply to questions. We afterwards discovered that she was stone 


* Read before the Edinburgh Obstetrical Society, May 9th, 1906. 
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deaf and was unable to speak in a way that we could understand. 
She was practically a deaf mute, and we could only communicate 
with her by means of the deaf and dumb alphabet. She drank freely 
of milk and imperial drink, and a diuretic was also given to her. 
She passed urine freely in bed. It contained 10 per 1,000 albumin 
(Esbach) and over 1} per cent. of urea. There were granular casts, 
but there was no blood in it. She passed 35 fluid ounces in 12 hours, 
a.e., from 9 p.m. on the 12th to 9 a.m. on the 13th. 

March 13th. About 3-30 p.m. a 7 months’ foetus was born, breech 
first. The after-coming head was gripped by the cervix, and chloro- 
form had to be given to get it through. About an hour after delivery 
the patient began to vomit, and was very sick throughout the night. 
She took very little fluid. A little urine was passed in bed 
during the night, but there had been almost complete anuria from 
mid-day of the 13th. The urine obtained in the early morning 
showed only 2 per 1,000 albumin (Esbach) and 13 per cent. of urea. 

March 14th. At 3 p.m. the patient had a fit. Two pints of the 
usual saline solution were infused under the right breast and into the 
abdominal wall. The temperature was 98°8°F., and the pulse from 
100 to 120. No urine was excreted. 

March 15th. The patient was sick and vomited dark material, 
and was less inclined to drink. She took 32 fl. ozs. of milk in 24 
hours but no imperial drink. A hypodermic injection of !/,, grain of 
strychnine was given every 3 hours. Two more pints of saline 
were infused, and she was cupped and poulticed over the kidneys, and 
put into a hot pack. The bowels were very freely moved with croton 
oil. The mental condition was brighter, and the patient did not 
seem to suffer any inconvenience from the anuria. The temperature 
was 99° and the pulse 90. 

March 16th. The skin showed a tinge of jaundice. The patient 
was quite bright mentally, and complained of hunger. She had a 
little bread and porridge given with buttermilk, for which she 
expressed a desire. At noon she had !/, grain of pilocarpine given 
hypodermically, and was immediately put into a hot pack. She sweated 
very profusely for hours, and there was no indication of pulmonary 
edema. There were some slight facial twitchings and 20 grains of 
chloral were given subcutaneously. About }a fluid ounce of urine was 
obtained by catheter. There was only a trace of albumin in it. The 

poulticing over the kidneys was continued. The patient drank 25 
fluid ounces of milk in the 24 hours. 

March 17th. The jaundice was a little deeper. An attempt to 
inject saline fluid into the colon was frustrated by the patient’s bear- 
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ing down and expelling it. Cupping, pilocarpine !/, grain, and the 
hot pack were repeated. The sweating was profuse. Two pints of 
saline were also infused. The patient slept a great deal, but there 
were no twitchings. One fl. dr. of urine was obtained by catheter. 
The pulse was still good, 80 to 90. 

March 18th. There was no change in the condition. I consulted 
Dr. Newman as to the advisability of cutting down on to the kidneys 
and incising the capsules. He was of opinion that it would do good 
if the suppression was from congestion, and ‘that it was worth trying. 
He very kindly did this operation on the right side. The sub- 
cutaneous tissues were very edematous, and there was a great deal of 
fat. The fat surrounding the kidney was somewhat adherent. The 
true capsule was incised and stripped off one side of the kidney 
nearly to the hilum, and off the other side slightly. An incision of 
about half an inch in length and } of an inch in depth was made into 
the kidney substance. There was very little bleeding. The wound 
was packed with iodoform gauze and nearly closed. 

The patient stood the operation well, but during the day her pulse 
rapidly failed. She became very restless and complained of ab- 
dominal pain, but there were no convulsions. She died 10 hours 
after the operation just about 53 days from the commencement of the 
suppression of urine. 


The post mortem examination was made by Dr. Carstairs Douglas. 
There was some general cedema, but not great, and also slight ascites. 
The liver was of moderate size, pale and fatty. The bowels were 
normal. Both kidneys were enlarged and congested, especially the 
right one which had been partly decapsulated and also showed an in- 
cision in the cortex. The capsule of the left kidney was easily 
stripped off. In both the cortex was markedly diminished. 

The heart was of moderate size, and fatty. The valves were 
healthy, and there were some ante mortem clots in the right side. 

The lungs were congested and edematous, and showed emphysema 
of the anterior borders. 


The kidneys and a portion of the liver were sent to Dr. Teacher 
for microscopic examination, and he has very kindly undertaken to 
examine them thoroughly; he has furnished me with the following 
preliminary report. 

“The organs received were a portion of liver and the two kidneys. 
The examination had been made by Dr. Carstairs Douglas on the 
20th of March, and the organs when received by me had been in 
formalin for twenty hours. The colours were very well preserved. 
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‘The kidneys are somewhat larger than normal; they have been 
split in the usual manner. The capsule of the right kidney had been 
stripped off at the operation but replaced, and now lies separated from 
the cortex by a layer of blood-clot, which is of varying thickness up 
to a quarter of an inch. The capsule of the other kidney appears to 
be slightly thickened, but it strips readily. It appears slightly con- 
gested and there are numerous small hemorrhages between it and 
the surface of the kidney. 

“Tn section the kidneys present an extremely striking appearance. 
As a whole they are rather congested, but the contrast between the 
inner zone of the cortex and the medulla, and their appearance 
are not far removed from normal. The remainder of the cortex, 
however, over practically the whole surface of the organ, and in 
between the pyramids, is the seat of very profound changes, 
apparently of the nature of infarction. At all points there 
appears to be a layer of normal cortex next the medulla, but the outer 
parts of the cortex, forming from one to two-thirds of the whole, 
are sharply demarcated from this by a zone of intense congestion with 
extravasation of blood. (See coloured plate.) 

“The infarctions extend to the surface for the most part, but 
there are areas in which a narrow superficial zone appears to be left 
in a healthy condition. The infarcted tissue presents the usual dull, 
opaque, yellow appearance, with congested and hemorrhagic margins. 

“The pelves and ureters are normal. The walls of the larger 
blood-vessels appear to be slightly thickened, but there is no throm- 
bosis or endarteritis. The cut ends of the blood-vessels lying between 
the cortex and medulla are fairly prominent, and they also can be 
seen to be free from thrombosis. 

“Microscopic examination shows that the condition is an extremely 
widespread infarction of the cortex of the kidneys. The infarction 
is of fairly recent character, the necrosed tubules and glomeruli being 
still perfectly recognizable, although the nuclear staining is com- 
pletely lost. The condition appears to correspond with the 
history of the duration of the illness. The disease involves the 
greater part of the cortex, but almost everywhere there is a narrow 
zone close to the medulla which, microscopically as well as to the 
unassisted eye, appears to have been in a healthy state. A very small 
amount of non-necrosed cortex is also seen on the exterior in places. 
The two kidneys are alike in this respect, the decapsulation having 
been done so late that it has apparently made no difference. 

“The condition is associated with widespread thrombosis, which 
is confined to the smaller blood-vessels of the cortex, the larger 
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branches at the junction of the cortex and medulla being in all 
observed instances quite clear. There is a certain amount of chronic 
endarteritis in the small and medium-sized vessels, but I cannot 
believe that this is the cause of the condition. The larger vessels 
show only slight thickening of the tunica media, and no endarteritis. 
I have not been able to recognise embolisms. Up to the present I 
have failed to find micro-organisms in the necrosed tissues, although 
I find small areas of intense leucocytic infiltration which are sugges- 
tive of some septic condition. 

“T am at present unable to offer any explanation of the condition. 


The liver shows slight fatty infiltration, but in other respects appears 
to be normal.” 


In the Journal of Pathology and Bacteriology for March, Drs. 
Griffith and Herringham record “A case of necrosis of the entire 
renal cortex of both kidneys, together with thrombosis of all the 
cortical arteries, occurring in the puerperal state,” which is practically 
identical with the present case. The patient had suffered from 
chronic renal disease for several years. She had no fits, but there 
was complete suppression of urine for the last six days of her life, 
and she only excreted 10 fluid ounces of urine during the last 9 days. 
There was a trace of albumin in the urine, and there were also renal 
casts. The condition of the kidneys was exactly like that here 
described by Dr. Teacher. 

These authors could only find one other case recorded, viz., one by 
Rose Bradford and Lawrence, published in the Journal of Pathology 
and Bactertology, 1898, vol. v., p. 197. The suppression had lasted 
7 days without any uremic symptoms. The kidney condition was 
exactly the same. 

The similarity of these three cases is very striking. Mine differed 
somewhat from the other two in that it was a case of eclampsia, but 
there was only one fit after the suppression had commenced. In 
none of the cases were there any uremic symptoms. In mine, on the 
third day, slight facial twitchings were noticed, but as strychnine 
had been given hypodermically, the twitchings were probably due to 
it. The authors of these two papers draw attention to this absence 
of uremic symptoms though neither external nor internal secretion 
was taking place. 

I have seen two other cases of suppression of urine during the 
puerperium, one after a normal labour and the other after Cesarean 
section. In the first there was no post mortem examination. This 
case was reported by Dr. Black in the first volume of the Glasgow 
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Obstetrical and Gynecological Society’s Transactions. The other 
case I reported to this Society in 1898, and the record of it will be 
found in vol. xxiii. of the Transactions. The kidneys were examined 
microscopically by Dr. R. M. Buchanan, and he reported that there 
was no very great departure from the normal. The tubules of the 
cortex were uniformly dilated and the lumen of each tubule was 
filled with finely granular material. The straight tubules were also 
dilated and filled with the same material in a more coarsely granular 
form. There was no shedding of the epithelium, and no tube-casts 
were visible. The Malpighian bodies and the blood-vessels were 
normal. 

In both of these cases there were uremic symptoms and the 
patients had a violent convulsion just before death. 

In the first volume of the Journal of Obstetrics and Gynecology 
of the British Empire there are two papers on “Suppression of Urine 
in the Puerperium,” one by McKerron of Aberdeen, and the other by 
Boxall of London. McKerron notes two cases of his own and one 
of Dr. Gordon’s of Aberdeen, and adds brief notes of three others 
which he had found recorded, one by Dr. McCrea in the Canadian 
Lancet, vol. xvi.; one by Dr. Williams, Lancet, 1886; and the 
remaining one by Dr. Bond, Lancet, 1889. Boxall gives notes of two 
cases. Two of McKerron’s cases recovered: one after 4 days of total 
suppression, and the other after six hours in which only 4 fl. ozs. of 
urine were excreted. In all the fatal cases there were indications of 
uremia. In one of Dr. Boxall’s cases a post mortem examination 
was obtained, and the report was that “the kidneys were enlarged, 
very much congested, and showed evidence of old standing disease of 
moderate degree, and also recent acute inflammatory softening.” 
Nothing is said of the condition of the vessels of the cortex. 

All these cases differed from the one just recorded and the two 
referred to, in that they showed distinct uremic symptoms. Why 
this difference? As I am not a pathologist I shall not venture on 
any explanation but leave the problem to be solved by those who are 
versed in pathology. | 
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Eclampsia during and after Labour; Recovery after 
upwards of Two Hundred Fits.* 


By Rosert Jarpine, M.D. (Edin.), F.F.P.S. (Glasg.), 


Professor of Midwifery, St. Mungo’s College; and Senior Physician 
to the Glasgow Maternity Hospital. 


Mrs. M.L., iv.-para, et. 30, at the full time of pregnancy, was 
admitted to the Glasgow Maternity Hospital on March 17th, 1906, 
suffering from fits. Her previous confinements had been normal, and 
she had not before been subject to fits. On the evening of the 
previous day she had had the first seizure, and had remained stupid 
for an hour. She had passed a fairly good night, and had been free 
from fits until about the middle of the day of admission, when they 
had begun again, and at least seven had occurred up to the time of 
admission at 7-45 p.m. 


On admission the patient was dazed and stupid, with a marked 
alcoholic odour from her breath. There was slight edema of the 
legs; the pupils were equal, and reacted to light; the heart sounds 
were pure; the temperature was 99°5°F., and the pulse 100. The 
vertex presented, and the os uteri admitted one finger, but there were 
no uterine contractions. The urine showed a cloud of albumin, and 
there were some epithelial cells in it, but no tube-casts. The patient 
had a slight convulsion while she was being cleansed. 


Treatment. Under chloroform two pints of saline solution (sod. 
chlor. 3i and sod. acet. 3i to the pint) were infused under the right 
breast; the stomach was washed out, and a large dose of Epsom 
salts was given. The contents of the stomach included pieces of meat 
and onions, and gave a strong odour of alcohol. An enema was 
given, and she was put into a hot pack for half an hour. The skin 
acted well. The patient passed a good night. 


March 18th. The patient was quite clear mentally, taking large 
quantities of fluid and passing urine freely. The bowels had been 
well cleared. 


*Read before the Edinburgh Obstetrical Society, May 9th, 1906. 
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March 19th. She was somewhat dull, and complained of headache. 
Five grains of calomel, followed by a saline and a diuretic mixture 
of citrate of patash were given. She was passing at least 50 fluid 
ounces of urine per diem. The albumin had lessened in amount. 


March 20th. About 5 a.m. a healthy female child was born 
naturally. The patient felt well. 


March 21st. She was very well, and taking an interest in her 
child. In 24 hours she had drunk 60 fl. oz. each of milk and imperial 
drink, and had excreted 110 fl. oz. of urine. In the evening she 
complained of headache, and her pulse showed an increase in tension. 
Five grains of calomel and a saline were given. 

March 22nd. About 5 a.m., just 48 hours after delivery, the 
patient had a fit, and was at once put into a hot pack. She had two 
more fits shortly after coming out of the pack. By noon she had had 
14 fits. I then bled her from the right arm to the extent of 15 fl. oz., 
and transfused two pints of my usual solution directly into the vein. 
During the operation she had several fits, although she was partly 
under chloroform. As there was very little albumin in the urine, 
and the kidneys were acting very freely, I decided to use morphia. 
Half a grain was given hypodermically, and two hours later } gr. 
combined with !/,, gr. of strychnine. The pupils became markedly 
contracted and fixed, and the respirations fell to 10 per minute, but 
the convulsions continued to recur every 10 or 15 minutes. Chloroform 
was given from 6 to 6-30, and the fits ceased during this time and 
for half an hour afterwards, but between 7 and 7-40 six occurred. 
The pulse kept varying between 90 and 120, and during chlorform 
administration it fell to between 60 and 70. At 10-40 p.m. we took 
15 fi. ozs. of blood from the left arm, and transfused 2} pints of the 
usual solution. Between the two bleedings there had been at least 
30 fits in spite of the morphia. Thirty grains of chloral and 60 grs. 
of bromide were given by the rectum. The bladder and bowels had 
been evacuated involuntarily during the day. A specimen of urine 
obtained by catheter early in the day gave no decided reaction of 
albumin. The sp. gr. was 1010, and the urea about 1 per cent. 


March 23rd. Chloroform was administered at 1 a.m. for an hour 
and a half, but it was discontinued as the breathing became gurgling 
and froth began to issue from the mouth. There was one convulsion 
during the administration. After this the fits recurred at from 
4 to 10 minutes’ intervals. At 10-55 a.m. I performed lumbar 
puncture, and withdrew } fl. oz. of cerebro-spinal fluid. It came 
away in drops, but during a fit it ran quite freely. The fluid was 
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quite clear, and Mr. J. Hume Patterson, who kindly examined it, 
both by culture and the microscope, reported that it was perfectly 
sterile. In the 12 hours between the second bleeding and the lumbar 
puncture 83 fits had occurred. Two hours later there had been 
12 fits, and I again punctured and injected !/, gr. of cocaine. The 
injection seemed to quieten the patient a little, but the fits did not 
diminish in frequency until eight hours later, when there was a 
decided improvement. The pulse was now much weaker, and the 
temperature 103°4°F. At 6 p.m. feeding by the stomach tube was 
begun, when 10 fl. oz. peptonized milk, 10 fl. oz. water and half a fluid 
ounce of brandy were introduged and repeated every three hours. 
Strychnine '/,, gr. was also given hypodermically every three hours. 
At 9 p.m. 30 grs. chloral and 3i pot. brom. were added to the milk. 


March 24th. At 4a.m. the patient could be induced to swallow 
milk. At 6a.m. 20 grs. chloral and 30 grs. of bromide of potassium 
were given by the mouth. The temperature was 102°F., and the pulse 
116 and stronger. The nurse was able to get the patient to swallow 
about 5 fl. oz. of milk every hour. The urine obtained by catheter 
showed a marked cloud of albumin and a few pus cells, but no tube- 
casts. The sp. gr. was 1020. Up to 7a.m. from the time of the 
injection of the cocaine there had been 55 fits. At 3-30 p.m. there 
were four more fits in quick succession. A dose of 20 grs. chloral 
and 30 grs. of bromide of potassium was given, and also 5 grs. 
calomel, followed by a saline. ‘The pulse was very weak at times, 
about 120. There were no more fits until 10-45 p.m., when the final 
one, which was very slight, occurred. This made up the grand total 
of 199 during the puerperium, and with the 8 which occurred before 
delivery, 207 in all; but I am quite sure that there were a number 
which were not recorded. 


March 25th. The patient was in a stupor, the pulse irregular and 
weak, about 120; the temperature subnormal. 96°F. The strychnine 
1/,. gr. with the addition of !/,.. gr. digitaline was continued every 
three hours, and the brandy was increased to one fluid ounce every three 
hours. Fifty fluid ounces of peptonized milk had been given in 
12 hours, but as one of the stools showed a milky appearance the 
amount was reduced to 3 fl. oz. per hour. The albumin in the urine 
had increased to 1} per 1,000 (Esbach). 


March 26th. The patient was still very stupid, but resented being 
moved, as if she were sore. There was now a distinct yellowish tint 
of the skin and conjunctive. She would not swallow so readily. 
The albumin was still 1} per 1,000, and the temperature subnormal. 
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March 27th. There was a decided improvement. The pulse was 
116 and stronger, and the temperature 97°2°F. The patient had 
brightened up wonderfully, and asked to see her baby and wanted 
to know its sex. She could answer some questions, but cerebration 
was still slow. There was still incontinence of urine and feces. 
The albumin was only a faint cloud. In the afternoon the 
temperature had reached normal. The strychnine and brandy were 
now given every four hours. 


March 28th. The patient was steadily improving. The tempera- 
ture had risen to normal, and the pulse was 100. The strychnine 
and digitaline injections were stopped. Control of the sphincters 
was being regained. 

After this the recovery was uninterrupted, and the patient was 
discharged from the hospital feeling quite well. A faint trace of 
albumin persisted in the urine. An examination of the fundus of 
the eyes revealed nothing abnormal. 


The patient had no recollection of her first seizure, and had quite 
forgotten about the days she had been in hospital before and after 
her labour until the second seizure. She had forgotten all about 
having nursed her child for nearly two days. From the 17th to the 
27th her life is a complete blank. | 


The case is such a remarkable one that I have given full details 
of its progress day by day. Whilst the case was in progress it was 
suggested to me that the condition was one of status epilepticus 
and not of eclampsia, and that, if the case should prove fatal and 
leave for a post mortem examination should be obtained, I should 
find a gross lesion in the brain. The fits were ordinary eclamptic 
fits with a short tonic and longer clonic stage and conjugate deviation 
of the eyes towards the right. The fits were nearly all severe, but 
the coma between them was not profound. The complete recovery 
shows that there could not have been a brain lesion. The patient had 
never had an epileptic fit in her life, so we may exclude epilepsy. 


The treatment was certainly energetic. The saline transfusion 
seemed to do well in the first attack, but in the second attack, when 
it was combined with the bleeding, it had no effect. The morphia 
also failed. Advocates of morphia may say we did not use large 
enough doses, but I am glad we did not give a second 3 gr. dose, or 
we might have reduced the respirations to vanishing point. The 
lumbar puncture did not seem to have any immediate effect, but the 
injection of cocaine certainly seemed to soothe the patient, although 
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the fits did not diminish in frequency until eight hours later. The 
recovery of the patient may have been due to it, but it is impossible 
to decide this point. What I believe saved the patient was that her 
kidneys were extremely active all the time, so much so that it was 
impossible to keep her bed dry for any length of time, and her 
heart was strong enough to carry her through. As soon as it showed 
any indications of flagging we stimulated freely with strychnine and 
digitaline every three hours, and also kept up the patient’s strength 
by forced feeding by the stomach tube and by the mouth as soon as 
she could swallow. I was very much afraid that she would die from 
exhaustion after the fits ceased, and I think she would have done so 
if it had not been for the unremitting care of my House Surgeon, 
Dr. E. N. Coutts, Sister Davidson and the nurses, to whom my best 
thanks are due for their ceaseless care of my patient. 
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III. 
Partial Macrosomia. 


By Joun Sarriey, M.B., Ch.B. (Edin.), 
Late House Surgeon, Salop Infirmary, Shrewsbury. 


(Report on Microscopic appearances by T. Law Wess, M.D. (Birm.), 
Pathologist to the Salop Infirmary.) 


Tue following case seems worthy of publication on account of its 
rarity and the obscurity which still surrounds the pathogenesis of 
the disease. 

C.E., a schoolboy, aged seven years, was admitted to the Salop 
Infirmary, Shrewsbury, on the 21st of December, 1905, suffering from 
a congenital tumour of the right forearm and hand, which had 
recently become greatly inflamed as the result of an injury. 

The mother stated that when the child was born the affected arm 
and hand were in much the same condition as regards relative size 
and general appearance as they were on admission, but that at birth 
there was no inflammation present in the limb. 

About five days before admission, whilst playing, he knocked his 
arm against an apple tree. He did not complain at the time, but in 
the course of a day or two the forearm became very much inflamed 
and swollen, and he complained greatly of pain in it. He was seen 
by a medical man who ordered the application of poultices. As these 
did not relieve the pain or reduce the inflammation, he was brought 
to the Infirmary and was admitted under the care of Mr. L. J. Godson, 
through whose kindness I am enabled to publish this report of the 
case. 

The patient was a pale, rather poorly-nourished, delicate-looking 
boy, with an anxious, fretful expression. The cranium was consider- 
ably larger than normal, indeed somewhat hydrocephalic in appear- 
ance. The root of the nose was broad. The two upper central in- 
cisors were loose and deficient in enamel, but they did not show 
pegging or notching; they were probably, however, temporary teeth 
not yet shed. The temperature on admission was 101°F. 

The accompanying photograph shows fairly well the general 
appearance and relative size of the affected limb. Excepting 
the thumb and the tips of the fingers, which were normal, the right 
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hand and forearm were uniformly and generally swollen. The 
dorsum of the hand was soft and fluctuating, and might aptly be 
likened to a miniature water-bed. The forearm was inflamed and 
brawny; an indefinite sense of fluctuation was obtained in places, 
especially over the posterior aspect of the limb. Considerable pain 
was complained of, and some parts of the forearm were tender to the 
touch. There was a hard, circumscribed swelling about the size of a 
marble, just anterior to the insertion of the deltoid. In the axilla a 
few enlarged glands were felt. 

The mother stated that the boy was a full-term child; the labour 
was rather tedious (as one would expect from the condition of the 
limb) but not instrumental. The usual “maternal impression” was 
absent in this case, but there was a history on the part of the mother 
of having had several frights during the pregnancy, and also of 
having fallen on a bank about the second month and bruised herself 
severely. There was no history of any attack of lymphangitis or 
erysipelas during the pregnancy. The parents had never been abroad. 

At birth, as already stated, the forearm and hand were in much 
the same condition as on admission, except that there was no in- 
flammation present then. As the boy grew older he was able to use the 
limb but only to a limited extent, raising it up and picking up light 
articles; but he never had much power in it, and could not write with 
it or use it to feed himself. The swelling never diminished in size 
at any time. 

He was the ninth child of a family of eleven. All the other 
children were healthy, and no family history of a similar condition 
could be obtained. There was no history of miscarriages or any 
evidence of specific disease in the parents. 

As there were signs of suppuration, on 22nd December, under 
chloroform, I made two small incisions into the inflamed tissues, but 
found no pus, only blood and serous fluid escaping. SBoracic acid 
fomentations were applied. The inflammation subsided rapidly and 
the incisions quickly healed up. Four days after admission the 
temperature was normal. 

The condition was diagnosed as a congenital tumour, most prob- 
ably of the lymphangiomatous type. The limb was examined by the 
Réntgen rays, but the bones were found to be normal in appearance. 

The child was put on full diet and was given Kepler’s extract of 
malt and cod liver oil, and also port wine. In spite of this his general 
condition did not improve and he was fretful. The temperature 
occasionally rose to 101°F. A consultation was held, and it was 
decided that as the limb was practically useless, and the condition 
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was materially affecting the health of the child, the best treatment 
was amputation. Accordingly, on 9th January, 1906, the patient 
being under chloroform, Mr. Godson amputated the limb at the 
junction of the middle and lower thirds of the upperarm. The wound 
healed by first intention. His general health rapidly improved, and 
he was discharged in good health on 27th January. I saw him again 
on 18th April. He was looking strong and healthy. The small, hard 
nodule, at the insertion of the deltoid could still be felt, but otherwise 
the stump was good, with a firmly healed cicatrix. 


Dr. T. Law Webb reported on the microscopic appearances as 
follows :—“ Vertical sections show the skin itself to be fairly normal. 
Much of the connective tissue beneath, however, is of embryonic type 
with many nuclei. There is much fatty tissue in this region. The 
thick layer of tissue lying beneath the subcutaneous fat and above 
the deep fascia is peculiar, and this constitutes the chief bulk of the 
enlargement of the limb. It consists of adenoid tissue, having a fine 
network of branching fibres, densely packed with what appear to be 
lymph-cells. In places the fibres are coarse and easily seen; in other 
directions the rounded lymph-cells are so crowded together that the 
fibres are not visible. There are large tracts in which lymph-cells 
and connective-tissue fibres are placed in about equal proportions. 
Here and there wide, fatty areas, separate the masses of adenoid 
growth. The vessels are numerous, and their middle and outer coats 
are greatly thickened. In places the growth is so vascular that it 
might be taken for part of an angioma. Necrotic areas of consider- 
able extent are present, where the tissue either stains faintly and 
diffusely or not at all. In some of these unstained regions the cell- 
elements have disappeared, leaving only an exceedingly fine, fibrillar 
network, having a very unusual appearance. The lymph-vessels and 
spaces are not enlarged. No portion of the growth shows any appear- 
ance of lymphangiona. Imperfectly developed muscle fibres are seen 
in the deeper parts of the sections, but no situation is visible in 
them.” 


A congenital tumour such as that described above may belong 
either (1) to the partial macrosomia of the embryonic or fetal period 
of antenatal life, or (2) to the congenital elephantiasis group, which 
arise in the foetal period. It is often a very difficult matter to decide 
to which group any given case belongs. I have placed the above case 
in the group of partial macrosomia for reasons to be stated later. 


To begin with it may be advisable to state briefly the leading 
characteristics of each of these groups as they are described in Dr. 
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J. W. Ballantyne’s standard work on “Antenatal Pathology” (to 
which and to the kind assistance of Dr. Ballantyne himself I am 
deeply indebted.) 

The partial macrosomias belong to the group of localized mon- 
strosities, which may arise either in the embryonic or fetal period of 
antenatal existence. They are characterized by a local overgrowth 
of the body, one part such as an arm, a leg, a toe, or one half of the 
face, considerably exceeding the other parts in size. As a rule, all 
the constituent structures of the affected part are involved in the 
overgrowth. Here we are specially concerned with the variety in 
which one extremity alone is affected. The whole of one limb or a 
part of one limb is hypertrophied at birth. The upper extremity is 
more often affected than the lower. It has been noted in several 
cases that while the whole area was larger than normal, only two or 
three of the fingers showed marked hypertrophy. In the case re- 
corded above, the thumb and tips of the fingers were normal. In the 
upper limb the commonest form of localized enlargement is that in 
which only one or two of the fingers are involved (megalodactyly or 
macrodactyly). Occasionally the lower limb or the foot alone is 
affected. 

The pathogenesis of the condition is obscure. When it arises in 
the foetal period it may sometimes be explained by lymphatic obstruc- 
tion or lymphangiectasis, or by a diffuse fatty infiltration of the sub- 
cutaneous and muscular layers of the part. The latter appears to be 
the only feasible explanation of the condition as found in the above 
case. When all the structures are involved the condition most prob- 
ably arises in the embryonic period, and two theories have been ad- 
vanced to explain its pathogenesis under these circumstances. The 
first is the vascular theory of Trélat, Monod and others, which 
ascribes to slowing of the capillary circulation an increased nutritive 
activity of the tissues; the other is the nervous theory—a trophic 
action of the special names of the part. 

Congenital elephantiasis, the allied condition, is characterized by 
a hypertrophic or hyperplastic state of the subcutaneous tissues pre- 
sent at birth. The name covers a variety of conditions, e.g., (1) the 
soft cystic variety of the disease, (2) the hard and soft varieties which 
may be widely distributed or strictly localized, (3) multiple cutaneous 
neuro-fibromata and fibroma molluscum are also sometimes included 
in this group. The condition has to be diagnosed from congenital 
unilateral hypertrophy or partial giant growth (partial macrosomia) 
on the one hand and a heterogeneous group of neoplasms (including 
nerve naevi) on the other hand. 
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In the common type of congenital elephantiasis the hyperplasia 
is confined to the subcutaneous tissues with special involvement of 
the lymphatics. Occasionally, the vessels, nerves, and even the bones, 
and muscles, and fibrous tissue of the neighbouring parts may be 
involved. In the above recorded case, as will be noted from Dr. 
Webb’s report, the changes were confined to the subcutaneous tissue, 
but the lymphatics were not involved. 


Occasionally, a hereditary history is obtained. This was absent 
in the present case and beyond the injury and frights mentioned the 
pregnancy had nothing unusual about it. 


The lower limbs are most frequently the seat of the disease. 
When this is the case there is usually some difficulty in walking; but 
otherwise the condition may not interfere materially with the life of 
the child. A tendency to diminution in size is sometimes noticed. 
The skin is usually normal. Grooves on it have been described which 


are probably due to amniotic bands. These were absent in the case 
described. 


Amniotic bands encircling the limb have been advanced as an 
explanation of the cause of the condition, and this view may occasion- 
ally be correct. A true elephantiasis arabum is out of the question 
in most cases, as no traces of filaria are found. A streptococcal in- 
fection of the infant by the mother has been regarded as an explana- 
tion, but a history of materpal erysipelas or lymphangitis during the 
pregnancy is rare. A hereditary history also is rarely obtained. 
Others think that the condition may be due to a toxin circulating in 
the blood and causing long continued irritation of the subcutaneous 
tissues, but this is at least not proved. 


The above case presents some of the characteristics of each of these 
groups, but on the whole, I think the evidence—especially that of the 
microscopic appearances—favours the diagnosis of partial macrosomia 
arising in the foetal period of antenatal life. The absence of any 
special involvement of the lymphatics is very much against the case 
being one of congenital elephantiasis, and there is nothing in the 
personal or family history pointing that way. On the other hand, 
the microscopic appearances, the distribution of the disease—the 
thumb and finger tips escaping,—the whole clinical picture, and the 
hypertrophy of the head which was noted, all point to the case being 
one of partial macrosomia (or congenital unilateral hypertrophy.) 


Three chief methods of treatment have been recommended. First, 
elastic compression of the hypertrophied parts maintained for some 
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time. At the consultation this line of creatment was suggested, but 
at that time the inflammation and tenderness in the limb were too 
great to warrant its adoption. Second, ligature of the chief artery 
supplying the enlarged area has been tried. Third, amputation of 
the affected limb. This, however, is said sometimes to be followed by 
the excessive growth of neighbouring structures. In the above case 
there was no signs of this three months after amputation, and the 
child’s health had greatly improved. As regards treatment each case 
must be judged on its own merits. 
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IV. 


Fibro-myomatous Uterus Removed by Supra-vaginal 
Hysterectomy after Preliminary Enucleation of 
Four Intra-mural Fibro-myomata. 


By D. Luoyp Roserts, M.D., F.R.C.P. Physician to the St. Mary’s 
Hospitals, Manchester; Consulting Obstetric Physician to the 
Manchester Royal Infirmary. 


(From Notes by Dr. Suaw.) 


A.P., married, et. 42, a housewife, was admitted into St. Mary’s 
Hospital, Manchester, on account of acute retention of urine. 

The patient had had 12 pregnancies, the first 22 years ago, and the 
last 3 years ago; no miscarriages. For some weeks she had had some 
difficulty in micturition. For three years she had suffered from 
menorrhagia, menstruation having been irregular (every 6—9 weeks) 
during the same period. She had noticed the abdomen growing 
larger for about 12 months. 

The patient was a well-nourished, but very anemic, woman. 
When admitted she had acute retention of urine, which was relieved 
by drawing off 40 fl. oz. by means of a catheter. Abdominally, a 
hard, irregular mass could be felt extending from the pelvis to a little 
above the pubes. Vaginally, a hard mass could be felt in the anterior 
fornix, while the posterior fornix was practically occluded by a 
similar but larger mass. These two masses formed part of the 
irregular lump felt in the abdomen and constituted by the greatly 
enlarged uterus. The cervix was flattened out and pushed close up 
to the pubes. 

Operation February 26th, 1906. On the abdomen being opened 
the uterus was found to be the seat of multiple fibromyomata. It 
had little mobility because of the partly intra-ligamentous disposition 
of the tumours. As a preliminary step four of the fibro-myomata 
were quickly enucleated; one of these projected below the utero- 
vesical pouch of peritoneum in front, the others from the sides and 
back. The uterine mass then became mobile, and was grasped in 
large museaux forceps. The round ligaments and the infundibulo- 
pelvic ligaments were next cut between forceps, after which the 
uterine arteries were secured by ligatures on each side, and the stump 
was cut across at the level of the internal os, when the uterus, 
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remaining tumours and ovaries were lifted away. The stump was 
secured by three or four ligatures, as also were the round ligaments 
and infundibulo-pelvic ligaments. Lastly, the peritoneum was 
brought over the denuded surface and sutured. (See drawing.) 

The patient made an uneventful recovery. A vaginal examination 
on April 2nd showed the cervical stump to be soft, movable and in 
good position. 

Remarks. The tumour being in this case largely situated in the 
pelvis and being fixed, its removal was much facilitated by the 
preliminary rapid enucleation of four of the fibro-myomata; the bulk 
of the mass being thus much reduced, it became more mobile. 

The advantages of supra-vaginal hysterectomy over panhysterec- 
tomy are that in supra-vaginal hysterectomy the tumours are more 
rapidly removed, and consequently there is less danger of shock and 
of the after-effects of chloroform. There is also less danger of 
wounding the ureters by ligature, crushing, displacement or division. 
These injuries are said to occur in about 15 per cent. of the cases 
operated on. The only disadvantage of the partial operation is the 
possible invasion of the vaginal stump by cancer, a danger which I 
regard as rather remote. 
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Dr. Lloyd Roberts’s case of Fatal Septic Cystitis with 
Rupture of the Bladder following Retroversion of 
the Gravid Uterus. 
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Vv. 


Fatal Septic Cystitis with Rupture of the Bladder 
following Retroversion of the Gravid Uterus.” 


By D. Luoyp Roserts, M.D., F.R.C.P. 
From Notes by Dr. Suaw. 


A.G., married, et. 28, a housewife, was admitted to St. Mary’s 
Hospital, Manchester, April 10th, 1905, with a history of severe 
abdominal pain and incontinence of urine; she had not menstruated 
for five months. On the 5th of April she had had retention of urine 
for 24 hours; on the day following, urine commenced to dribble away 
and it continued to do so until her admission. . 

On admission the patient was acutely ill, and complained of great 
abdominal pain; urine was dribbling from the urethra, but she was 
unable to empty her bladder voluntarily. The abdomen was dis- 
tended by a cystic swelling reaching from the pubes to three inches 
above the umbilicus; this swelling was dull on percussion, and 
evidently consisted of the greatly distended bladder. 

A catheter was passed and 80 fluid ounces of very foul urine, 
almost black with blood, were drawn off. The uterus could then be 
felt bimanually to be equal in size to a five months’ pregnancy ; it was 
retroverted and incarcerated in the pelvis. The patient was put to 
bed and ordered a milk diet, a catheter being passed every four hours, 
and the bladder being irrigated with boracic acid and warm water. 
After the urine was withdrawn an attempt was made to replace the 
retroverted uterus, but it was so fixed that the fundus could be only 
slightly raised. The cervix, however, was brought so far down in 
the vagina as to make the displacement approximate more in char- 
acter to a retroflexion, thus to a large extent removing the pressure 
produced by the displaced cervix. 

On April 13th the patient had septic peritonitis, became con- 
vulsed, and died in a comatose condition. 

Post mortem examination showed the uterus to be retroflexed and 
incarcerated in the pelvis; it contained a foetus of about five months. 
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The mucous membrane of the bladder was soft and sloughy and had 
the appearance of putrilage. In the posterior wall of the bladder was 
an irregular circular opening about three inches in diameter, caused 
by sloughing. The peritoneum was acutely inflamed. 

The points of interest in the case are—first, the size of 
the aperture in the bladder; secondly, the extreme fixity of the 
posterior wall of the uterus in the pelvis due to inflammatory ad- 
hesions the result of local pressure; and, thirdly, the marked 
evidences of backward pressure in the kidneys and ureters. 
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REVIEW OF CURRENT LITERATURE. 


OBSTETRICS. 


The Explanation of Eclampsia. 


ZweiFeL. Archiv fiir Gyndkol. Bd. lxxii., und Bd. lxxvi., Ht. 3. 


An epitome of the literature and theories of the causation of 
eclampsia is given. On the supposition that the cause of eclampsia 
can only be discovered by investigating the physiological chemistry 
of the urine, a series of examinations of the various constituents of 
the urine in eclamptics was made, in order to compare them with 
those of the urine in a normal subject. 

An analysis of 32 cases showed that of the nitrogenous substances 
there was a marked diminution in the amount of urea, as compared 
with the total nitrogenous secretion, and a definite increase in the 
ammonium compounds. Urea being a product of albuminous dis- 
integration a percentage of less than 83 as compared with the normal 
points to a deficient oxidation of the albumen in the body. 

Estimation of sulphuric acid and sulphates in eclamptics revealed 
a diminution of fully oxidised sulphates, and an increase in the less 
oxidised sulphur compounds in 42 cases examined. 

Lactic acid was present in 17 consecutive cases of women suffering 
from eclampsia, and according to the author is intimately associated 
with its causation. The presence of lactic acid is explained as due to 
diminished oxidation from deficient supply of oxygen to the blood- 
corpuscles (see following abstract.) 

Zweifel records a case of “ Uremia in puerperio.” The women 
had chronic nephritis while pregnant, six and a half days post partum 
she had 2665 fits causing death. Post mortem there was marked 
kidney disease. In this case no lactic acid was present in the urine, 
a proof that muscular contractions alone are not responsible for its 
presence. The symptoms were similar to those of a true eclampsia. 

As regards the treatment, emptying the uterus as soon as possible 
is indicated, along with blood letting and saline infusions. 


E. Scorr CARMICHAEL. 


4 
53 
\ 
: 
q 
4 
4 


Journal of Obstetrics and Gynecology 


The Poison of Eclampsia and its bearings on Treatment. 
ZweiFEL. Miinch. med. Wchnschr., 1906. No. 7. 


Tuer author examined 18 consecutive cases of eclampsia, and found 
sarco-lactic acid in the urine in each case. Supposing this to be a 
product of deficient oxygenation and the cause of eclamptic seizures, 
rather than the result of the muscle contractions, he estimated the 
amount in the blood of the umbilical vessels of the child, the blood 
withdrawn from the mother, and in that derived from the placenta. 
He found that there was 3 per cent. more lactic acid in the blood of 
the umbilical cord than in the mother’s blood, and three times more 
in the blood of the placenta. 

He concludes from this that the child is the source of the sarco- 
lactic acid, and that it is not a product of muscle contractions but 
results entirely from deficient oxygenation in the fetus. It is found 
in the blood and urine in albuminuria of pregnancy. It is never 
present in the blood of a healthy subject, and its presence in the 
blood or urine must be always considered pathological. 

The indication given as to treatment is to empty the uterus as 
soon as possible to get rid of the source of production of this 
substance. 


E. Scorr CARMICHAEL. 


The Course of Pregnancy and Labour after Vaginal Czsarean 
Section. 


Riut. Miinch. med. Wochnschr., March 13th, 1906. 


Tue writer has observed the course of pregnancy and labour in four 
patients on whom vaginal Cesarean section had been performed 
during a previous labour. 

In the first case the Cesarean section was complicated by an 
extensive tear in the parametrium. Two years later a normal preg- 
nancy ended spontaneously at term. Labour was easy. 

In the second case, adhesions to the scar, which prevented the 
ascent of the uterus, were divided at the commencement of pregnancy. 
Thereafter pregnancy was normal and ended by a natural and easy 
labour. 

In the third case there was adhesion of the placenta necessitating 
manual removal. This was probably due to a long-existing endo- 
metritis, and not to the previous vaginal Cesarean section. 
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In the fourth case there was such rigidity of the cervix that on 
the sixth day of labour, in spite of vaginal douches, atropine, mor- 
phine, etc., the cervix would only admit three fingers. The patient’s 
condition now demanded immediate delivery. Bossi’s dilator only 
produced incomplete dilatation in 35 minutes. Version was then 
performed on account of a sudden hemorrhage. Extraction was still 
interfered with by the rigidity of the cervix, for which multiple 
incisions were made with scissors. There was also post partum 
hemorrhage, which necessitated immediate expression of the placenta. 
There was some paralysis of the bladder during the puerperium, due 
to stretching the bladder from traction on the cervix. This abnormal 
rigidity had existed in the previous labour, and was the reason for the 
preceding Cesarean section, which therefore was not the cause of 
this condition in the second labour. The writer concludes that no 
unfavourable or disturbing influence on succeeding pregnancies 
necessarily follows vaginal Cesarean section. 

Frank E. Tayzor. 


A Case of Double Rupture of the Uterus, not involving the 
Mucosa. 


Véron. Bulletin de la Soc. d’Obstét. de Paris, December, 1905. 


THE patient was 27 years of age, in her fourth confinement. Labour 
proceeded naturally for three hours, when there was a slight vaginal 
hemorrhage. An hour later the hemorrhage was more severe, and 
the woman’s condition became serious, with feeble rapid pulse, and 
considerable tension of the uterus. The diagnosis of premature 
separation of the placenta was made. The os was dilated to the size 
of five shillings. The treatment adopted was rupture of the mem- 
branes, manual dilatation of the os, podalic version, and rapid ex- 
traction of the fetus. This was followed by the escape of a large 
quantity of blood and blood-clots. Immediate delivery of the placenta 
by the hand followed, during which the placenta was found 
completely separated, and in the lower segment of the uterus. 
The hemorrhage was arrested by massage of the uterus, external and 
internal, hot intra-uterine douching, and subcutaneous injection of 
ergotinine. Steps were then taken to combat the collapse, by bandag- 
ing of the legs, infusion, etc., but death occurred an hour and a half 
after delivery. The child was stillborn. 

At the autopsy about half a litre of blood was found in the 
peritoneal cavity. The uterus presented on its anterior surface two 
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tears, one superficial about 15 millimetres in length, and the other, 
deeper and larger, measuring six centimetres, situated to the left and 
a little below the preceding. Both tears were incomplete, they in- 
volved the serous and muscular coats, but did not affect the mucous 
membrane. The cavity of the uterus contained no blood. The 
placental area was situated at the fundus, and did not extend to the 
lower uterine segment. Apart from the placental site the mucous 
membrane appeared normal. 

Death was due to hemorrhage of double origin, partly from pre- 
mature separation of the placenta, and partly from rupture of the 
uterus. 

This form of uterine rupture is rare. Usually it is complete, or 
it is the peritoneum which escapes. On careful examination, ridges 
or wrinkles of the peritoneum were seen at the seat of rupture, and it 
is to these that this peculiar form is often attributed. 

But as to the determining cause, properly so-called, in this case 
the author is at a loss. The labour was short, there was no obstruc- 
tion, and no retraction ring of Band! at the time version was per- 
formed. Spontaneous rupture in normal labour is known to occur, 
and possibly in this case uterine contraction alone was the cause of 
rupture, or possibly the rapid over distension caused by the intra- 
uterine hemorrhage played a part in the genesis? Otherwise one 
must consider the occurrence of the two accidents simply as a co- 
incidence. 

The vaginal hemorrhage appeared sufficient to account for the 
serious condition of the patient, and moreover the hand introduced 
into the uterus gave no warning of the ruptures, consequently the 
latter were only discovered at the autopsy, and there was no indica- 
tion for the only treatment which might have been of avail— 
immediate laparotomy. 

R. Haminton Bett. 


Rupture of a former Czsarean Section Cicatrix at the End of 
Pregnancy, complicated by Hydramnios. 


CouveELarrE (A.). Annales de Gynécol. et d’Obstét., March, 1906. 


Tue obstetrical history of the case was shortly as follows. The first 
pregnancy terminated at term by conservative Cesarean section. The 
child lived. Pelvis of Negele type. A second pregnancy ended in 
abortion at thesecond month. The third pregnancy went to term com- 
plicated by hydramnios and rupture of the former scar. Child dead. 
Porro’s operation, recovery of the mother. The interest of the case 
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lies in the rupture of the scar by overdistension of the uterus. The 
patient was in hospital and under observation at the time the rupture 
occurred. She was suddenly seized with violent abdominal 
pain and collapse, and laparotomy was rapidly performed. The 
abdomen was filled with blood-stained fluid, and the foetus was found 
free amid the coils of intestine. It weighed 3,510 grammes and was 
dead. The uterus was ruptured anteriorly and vertically, and the 
placenta completely separated. The pelvis was full of clot. The 
uterus was rapidly turned out and the body amputated above an 
elastic ligature. The stump was treated extra-peritoneally, and the 
abdomen drained by gauze for three days. The operation lasted 
25 minutes. The patient did well and left the hospital 44 days after 
the operation. 

On examining the portion of the uterus removed the tear was 
found to occupy the whole of the anterior surface of the fundus. It 
measured 12 cm. in length, and had occurred in the situation of the 
old cicatrix. The area of the former sutures could be determined, 
but the sutures themselves (cat-gut) had disappeared. The edges of 
the rupture were very irregular and infiltrated with blood. The 
uterine wall where the rupture had occurred only measured 2 milli- 
metres in thickness, and compared with the adjacent uterine wall was 
markedly thinned. The placenta was inserted on the region of the 
cicatrix. The rupture had occurred in the cicatricial tissues close to 
the old scar. 

Microscopical examination of this tissue proved it to consist of 
fibro-muscular elements, the fibrous tissue predominating. No 
cedema or definite leucocytal infiltration was found. 

Eight other cases of rupture of a Cesarean section scar collected 
by the author, viz., those of Guillaume, Woyer, Targett, Everke, 
Meyer, Eksteen, Koblank, and Priismann bring to light at least three 
factors of importance in its causation, viz., the anatomical condition 
of the scar, uterine distension, and insertion of the placenta on the 
region of the cicatrix. 

As regards the anatomical conditions of the scar, Woyer, Eksteen, 
and Priismann have found decidual elements in the scar tissue reach- 
ing to the peritoneal coat, this factor alone being possibly one of 
importance, but in all cases great thinning of the uterine wall was 
noticed. In all the nine cases reported rupture took place during the 
last two months of pregnancy, and in two the uterus was much dis- 
tended: twins with hydramnios in Woyer’s case, and hydramnios in 
the author’s case. Again it seems more than probable that insertion 
of the placenta on a zone of which the fibro-muscular framework has 
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lost its elasticity, must largely contribute to weaken the tissues of the 
former cicatrix and lead to rupture. Couvelaire remarks that con- 
sidering how much more frequently conservative Cesarean section is 
now performed than formerly, it is noteworthy that rupture of the 
scar is relatively very infrequent. This must be attributable to our 
increased knowledge of asepsis and our more perfect closure of the 
uterine walls by suture. The author puts the risk at about 17 per 
cent., that is to say that imperfect or incomplete union of the 
Cesarean section cases of modern times only takes place in about 17 
cases out of 100. This seems to justify the views held by many that 
removal of the uterus and sterilisation of the woman at the time of 
operation should not be practised. Further, in all such cases it be- 
hoves us to watch the course of any subsequent pregnancy with care; 
since the onset of morbid uterine distension would justify Cesarean 
section before term or before labour commences. As to the weakening 
of the scar it seems to matter little as to the site of the uterine in- 
cision, fundal ruptures have been reported as well as those in which 
the operator has opened the uterus in the middle line. Nor does the 
material of the suture employed matter much as long as such sutures 
are aseptic. 

Great care should be also taken that the post-operative period 
should be also an aseptic one, subsequent infection leading to very 
serious risks. 

Finally, perfect coaptation of the uterine wall must be aimed at, 
and for this reason Couvelaire recommends suture en masse, com- 
pleted by sero-muscular superficial sutures. Though much more 
difficult to perform, it is possible that definite “layer sutures” might 
even give better results still. Finally, should rupture occur there is 
no doubt that the woman can only be saved by a timely laparotomy. 
As to whether the uterus should be removed or not, various operators 
differ, though the author strongly recommends the method he em- 
ployed, viz., Porro’s operation, as by this means rapid hemostasis is 
assured, and by the removal of the body of the womb all risks of a 
future pregnancy and its dangers are out of the question. 


C. Husert Roserts. 


Repeated Czsarean Section on the same Patient. 
Fruuinscuotz. Annales de Gynécol. et d’Obstét., March, 1906. 


THE woman under consideration was an achondroplastic dwarf, xt. 30. 
Her height measured 1m. 22cm., and the pelvis was so contracted 
that the diamétre utile only measured 59 millimetres. Her first and 
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second pregnancies went to term but ended in basiotripsy. The third 
was terminated at term by Cesarean section, and a live child weigh- 
ing 2,980 grammes delivered. The case did well, but it was noted 
that the uterus remained abnormally high for some time afterwards, 
and apparently fixed to the posterior abdominal wall. The second 
Cesarean section was performed a year afterwards at term by 
Herrgott, and at the time firm adhesions of the uterus to the ab- 
dominal wall were noted. These could not be broken down, and the 
uterus was therefore incised to one side of them. The placenta was 
in front. A live child weighing 2,700 grammes was delivered easily, 
and there was only slight hemorrhage. Herrgott noted that the 
uterine retraction was very incomplete owing to the old adhesions 
which kept the uterus fixed up, and even on the 18th day the fundus 
was still 20 cm. above the symphysis pubis. Three years after this 
the patient became pregnant for the fifth time, but labour came on 
at the 8th month. Cesarean section was performed for the third 
time. The utero-parietal adhesions were found to be very firm 
indeed, especially on the left side, some omentum also being attached 
to the uterus. Most of the adhesions were left in situ and the uterus 
opened to the right of the old incision, remains of which could still 
be traced. A live child weighing 1 kil. 800 was delivered. The 
uterine retraction was poor, and very severe hemorrhage came on 
while the sutures were being applied, which could only be controlled 
by compression of the abdominal aorta. The case in the end did 
well, but the child died a few days after the operation. The uterus 
was noted to being very high for some time afterwards. These three 
observations are of interest, and especially so with regard to the 
presence of utero-parietal adhesions observed after the first and 
second Cesarean operation. The author does not consider that these 
adhesions have any ill effect themselves upon the uterus, nor do they 
tend to produce abortion or interfere with normal foetal development 
in subsequent pregnancies. Although the adhesions establish an 
“accidental hysteropexy” this cannot be compared to those per- 
formed for the fixation of the unimpregnated organ. The adhesions 
may render the repetition of the operation an easy performance, as in 
some cases the peritoneal cavity need never be opened at all. 


C. Husert Roserts. 
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The Malignancy of Vesicular Mole. 
Archiv fiir Gyndkol. Bd. lxxviii., Ht. 1, p. 211. 


Tue author, in discussing the question of malignancy in vesicular 
mole, gives four interesting cases of local vaginal growths associated 
with vesicular mole in the uterus. The vaginal tumours on section 
were found to consist of syncytial elements. In three cases hysterectomy 
was performed but no growth was discovered in the uterine cavity. In 
one case (Pick’s) the uterus was not removed, and the patient sub- 
sequently gave birth to several children at term. The author wonders 
if it is possible to determine whether a vesicular mole will become 
malignant or not. He comes to the conclusion that one cannot fore- 
tell the future malignancy either from the macroscopical or micro- 
scopical appearance of the mole, and advises that after expulsion of 
the mole the uterus should from time to time be curetted, and the 
curettings be carefully examined. He suggests that the vaginal 
growths might throw some light upon the intra-uterine condition, 
but although the vaginal tumours had the character of chorion- 
epithelioma and developed while the mole was still in the uterus, this 
organ on removal did not show any local deposit, and in Pick’s case 
the patient got quite well without hysterectomy. It is possible that 


the vaginal growths were due to emigration of chorionic villi along 
the veins. 


H. T. Hicks. 


The Operative Treatment of Puerperal Peritonitis and Pyzmia. 
Leorotp. Archiv fiir Gyndkol. Bd. Ixxviii., Ht. 1, p. 1. 


Tue author reports the case of a primipara who, three days after 
labour, exhibited symptoms of acute peritonitis. He opened and 
drained the abdominal cavity, irrigating repeatedly with normal 
saline solution, and the patient made a complete recovery. 

Referring to this case Leopold discusses the advisability of early 
operation in the various forms of puerperal peritonitis and pyemia, 
which he divides into the following 5 groups : — 

Group 1. General peritonitis due to streptococci, staphylococci, 
gonococci, bacterium coli, etc., entering the peritoneal cavity from 
the uterus and producing the typical symptoms of blood poisoning, 
viz., increase of pulse-rate and rise of temperature, enlargement of 
spleen, intestinal paralysis, heart failure, and spreading infection to 
the serous membranes and other organs. 
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No. of recorded cases 3, with 2 recoveries and 1 death. 

Case 1 was due to streptococci following criminal abortion. Cases 
2 and 3 were due to gonococci. Cases 1 and 2 were operated on the 
third day after the appearance of symptoms. The patient in Case 3 
refused operation for 5 days, was operated upon on the 6th day and died. 

Group 2. Pyzmia, due to pyogenic organisms entering the veins 
forming septic thrombosis, etc. 

Case 1. Metrophlebitis purulenta puerperalis. The patient was 
admitted on the fourth day of labour with a profuse foul discharge 
and foetid liquor amnii. She was confined on the day of admission, 
and 2 days post partum, symptoms of septic thrombosis set in, in- 
cluding frequent rigors, distension of the abdomen, etc. An extra- 
peritoneal incision on the 10th day only revealed oedema, no pus. 
On the 18th day some small abscesses were found about Poupart’s liga- 
ment,and on further opening the abdomen thick pus and foul fluid were 
evacuated. The patient died on the day following operation. Leopold 
considers that in this case death was due to the late date of operation, 
and thinks that laparotomy should have been performed on the third 
day post partum, when symptoms first appeared. The inflamed veins 
in the inguinal region should have been removed first, then the 
abdomen opened and the uterine veins looked for and tied, if found 
infected. 

Group 3. Perttonitis puerperalis circumscripta seu wniversalis, 
starting from one of the adnexa. The infection chiefly attacks the 
endometrium, ovaries and tubes (endometritis, salpingitis, odphoritis 
purulenta puerperalis.) 

No. of recorded cases 3, with 2 recoveries and 1 death. 

Case 1. Generally contracted pelvis; normal labour but part of 
the membranes retained. 5th day: foul lochia, in which strepto- 
cocci were found, gradually rising temperature, rigors. 13th day: 
swelling over right ovary. 16th day: laparotomy, pus found and 
swollen and enlarged tube and ovary. The adnexa were tied off and 
removed, the abdomen flushed out with normal saline solution and a 
drain left in. Complete recovery. 

Case 2. Primipara; condylomata round anus; normal labour. On 
the 4th day the temperature rose to 104°, and continued high with 
remissions for over a month; abscesses in groin opened. 49th day: 
laparotomy revealed pyosalpinx matted adnexa and colon; strepto- 
cocci; recovery. 

Case 3. Infected by husband a year ago; normal labour; 5th to 
8th day rise of temperature; 9th day tympanitis; delirium; Cheyne 
Stokes’ breathing. Laparotomy revealed a quantity of dirty reddish 
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fluid with fibrinous floccules, and a swollen right ovary and tube, 
which were removed; death on the same day. In this case early 
operation might have led to a better result. The peritonitis, etc., 
were evidently due to a most virulent gonococcal infection. 


_ Group 4. Peritonttis puerperalis circumscripta, starting from an 
uterine abscess; 3 cases with 3 recoveries. 

Case 1 (Droese’s case). High temperature and pulse from the 
third day post partum; gonococci in vaginal discharge. First laparo- 
tomy (35th day) revealed ascending gonorrheal puerperal endo- 
metritis and salpingitis. The second operation 2 months later showed 
large abscesses in the uterine wall. 


Case 2 (Droese’s case). Congenital syphilis. From 5-59th day 
high temperature up to 105-8°, pulse 144. Laparotomy (59th day) 
revealed a large abscess in the uterine wall (streptococci). 

Case 3. Temperature raised from the 5th day post partum, abdo- 
men gradually becoming distended and tender. Laparotomy (29th 
day) revealed matted condition on the right side, and after great 
trouble a small abscess in the uterine wall. 


In all 3 cases it was most difficult to reach the primary focus of 
pus which had evidently formed in connection with the placental 
site. 

Group 5. One case of acute peritonitis due to a carcinomatous 
mass between the rectum and uterus which was partly crushed during 
forceps delivery resulting in a tear into the rectum. Laparotomy on 
the third day; vaginal drainage of Douglas’s pouch; irrigation of 
peritoneal cavity; discharged with a normal temperature. 

Looking at the 5cases of acute peritonitis we find that the 3 patients 
who recovered were operated on the second or third day after the appear- 
ance of bad symptoms, whereas in the 2 fatal cases the operation was not 
done until the 6thday. Bumm says “laparotomy should be doneassoon 
as possible.” Leopold thinks that the proper time to operate is when 
the temperature is high, and especially when the pulse is increasing 
in rate and diminishing in volume, when the abdomen is distended 
and tender with dulness in the hypochondriac regions, and when sick- 
ness and an anxious expression denote a severe septic infection. The 
question of opening the abdomen in the middle line or not depends 
upon circumstances. Leopold thinks it advisable to open and drain 
Douglas’s pouch into the vagina in all cases, and also to drain the 
hypochondriac regions. Opinions differ as to the desirability of 
washing out the abdomen with normal saline solution. Leopold 
attributes the success of his cases in a great measure to this repeated 
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irrigation but points out that scrupulous care is needed to prevent 
secondary infection of the incisions. 

The case of phlebitis purulenta puerperalis shows how quickly 
infection during labour can spread even as far as the inferior vena cava 
which was filled with pus on the 16th day. In these cases also early 
operation seems advisable, but more experience is wanted before an 
opinion can be formed. 

In peritonitis circumscripta the great difficulty is to trace the 
primary pus focns which is the cause of the protracted illness. If the 
inflamed adnexa are lying within the pus they should as a rule be 
removed, but draining of the abscess cavity alone may sometimes 
be found sufficient (as in 3 of the recorded cases). Frequently 3 or 4 
operations may be necessary before the original seat of infection is 


localized. 
H. T. Hicks. 


GYNACOLOGY. 
Primary Carcinoma of the Right Fallopian Tube. 


Cutten. (T. S.). Johns Hopkins Hospital Bulletin, December, 1905. 
. Vol. xvi., p. 177. 


THE patient was 55 years of age. She had suffered for months from 
uterine bleeding and painful defecation. The case was thought to 
be one of myoma. On the abdomen being opened there was found 
to be secondary involvement of the uterus, both ovaries, pelvic, 
peritoneum, omentum and rectum. The uterus was removed by 
Wertheim’s operation, together with the appendages and omentum, 
one-third of the pelvic peritoneum, and six inches of bowel. The 
rectum was removed by Whitehead’s method. Five months after the 
operation the patient was comfortable and felt quite well. A full 
macroscopical and microscopical description is given of the parts 


removed, and there are two illustrations. 
Comyns BERKELEY. 


The Relation of Salpingitis to Papilloma and Carcinoma 
of the Fallopian Tube. 


Tépenat (of Montpellier). | Archives Provinciales de Chirurgie, 
March, 1906. Vol. xv. 

In an essay bearing the title Tuwmeurs végétantes des trompes utérines 

Professor Tédenat dwells on the connection observable on the one 

hand between inflammatory growths of the tubal mucosa, and papillo- 
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matous tumours of the tube, and on the other hand between papillo- 
matous tumours and primary cancer of the tube. It is not always 
easy to distinguish a true new growth from purely inflammatory 
exudation around it. Exuberant inflammatory products may, again, 
be indistinguishable in their macroscopic appearances from a new 
growth. An adeno-papilloma or a papillomatous carcinoma may be 
closely simulated by a certain development of inflammation known 
as the “proliferous salpingitis” of Cornil, the “hypertrophic sal- 
pingitis” of Savinoff [the “papillomatous endosalpingitis” of Macrez, 
the “sactosalpinx papillomatosa” of Slaviansky, and the “ polypous 
hyperplasia due to chronic inflammation” of Le Count. A.D.] The 
nodular salpingitis due to gonorrheal or puerperal infection may be 
taken for fibroma or sarcoma of the tube [Emil Senger and Janvrin’s 
cases of “sarcoma” have been criticized in thissense. A.D.]. Tédenat, 
in fact, insists that in chronic endosalpingitis, we see papillomatous, 
villous, arborescent cauliflower masses, identical to the naked-eye 
with new-growths, the innocence or malignancy of which cannot be 
determined in their early stages except by aid of the microscope. 
Similar pathological conditions are to be seen in the large intestine, 
more especially in the rectum, both the rectal and tubal diseases 
being due to or maintained by chronic irritation and chronic in- 
fection. The histology of tubal inflammatory and neoplastic growths 
is even more puzzling than that of homologous rectal diseases, because 
the natural subdivisions of the tubal plice towards the ostium, well- 
invested with epithelium, suggest an active if not positively 
malignant new growth to the eye of an inexperienced observer. 
Secondary Cancer and Sarcoma of the Tube. Orthmann, and Quénu 
and Longuet have shown that the extension of cancer from the uterus 
is much less common than systematic authors would lead us to 
believe. Tédenat only detected 9 instances of undoubted extension 
of the new growth to the tube in 145 cases of cancer of the uterus in 
his own operative practice; he is careful to add, however, that he 
never operates when uterine cancer has advanced far into the para- 
metrium. In 2 of the 9 cases the primary disease had simply ex- 
tended along the uterine mucous membrane into that of the tubal 
canal. In 1 of the 9 the original disease was very malignant epi- 
thelioma of the entire uterine body in a woman only 23 years old; 
the serous coat of the tubes was, like the rest of the adjacent pelvic 
peritoneum, studded with cancerous nodules, yet the mucosa of the 
fimbrie remained perfectly free. A few instances of extension of 
sarcoma of the uterus to the tubes have been recorded. Contrary to 
a general idea which has caused many reports of primary tubal cancer 
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and sarcoma to be received with suspicion, the extension of those 
diseases from a primary seat in the ovary is in reality very unusual, 
and when it occurs it is in most cases limited to infection of the 
serous coat of the tube. [Fabricius and Winter have described cases 
where cancer of the ovary has penetrated the cavity of a pyosalpinx 
or hydrosalpinx. A.D.] 

Primary Tumours of the Tube. Tédenat confines his observations 
to papilloma and carcinoma, as directly bearing on the subject of his 
essay. After a brief review of reports already published, he adds full 
notes of three instances of primary tumour of the Fallopian tube in 
his own practice. In two of these cases a long after-history proved 
that the new-growth was innocent, whilst the removal of the third 
tumour was followed by recurrence and death. 

CasE1I. Patient aged 45. Abdominal and pelvic pains for fifteen 
years originally due to puerperal infection. For three years, 
leucorrhea, a quantity of discharge occasionally coming away after 
a sudden attack of sharp, colicky pains. Uterus retroverted and held 
back by adhesions; greatly enlarged tubes defined on palpation. 
Operation in May, 1895. Total amputation of the uterus with the 
tubes and ovaries. Patient in good health over nine years after the 
operation. The right tube was of the size and form of an aubergine, 
the left was as big as a fist. They contained a reddish, viscous fluid, 
and from their mucous membrane sprang exuberant papillomatous 
growths, which under the microscope showed no evidence of malig- 
nancy. The epithelium was almost universally limited to a single 
layer. The ostium of each tube was closed by tough fibrous deposit. 

Case 11. Patient aged 43. Last labour, when she was 26, normal. 
When 38 years of age she was laid up for over a week with vaginal 
discharge, ardor urine, abdominal pain, sickness and fever. Ever 
since, attacks of pelvic abdominal and lumbar pain came on fre- 
quently, with leucorrhea and menorrhagia. A severe intermenstrual 
hemorrhage took place ten months before operation. Ascites 
developed, and she was tapped in September 1898, February 1899, and 
March 1899. A much enlarged tube could be defined on palpation. 
Operation May 1899. Tédenat removed the entire uterus with the 
tubes and ovaries. The left tube was equal in form and size to a big 
pear, and nearly six inches in long diameter. When gently pressed 
about an ounce of viscid reddish fluid escaped “from the internal 
orifice”; but the author in the pathological report of the case states 
that the “ peritoneal ostium was closed by cicatricial tissue, thin but 
very resistant.” From the mucosa of the left tube sprang exuberant 
cauliflower masses of new growth. Some of the papillomatous tissue 
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of which this growth was made up bore epithelium in several layers, 
but there was no histological evidence of carcinoma. The left ovary 
was sclerosed. The right tube was greatly hypertrophied and showed 
the usual signs of chronic salpingitis without obstruction, but no 
vegetations could be detected on its mucosa. Yet the corresponding 
ovary, converted into a tumour equal in size to a hen’s egg, bore a 
papillomatous mass equal in size to a cob-nut on its surface, continuous 
with a growth of the same character which occupied a little cyst on 
the surface of the ovary. There were three other small cysts in the 
same ovary, all free from vegetations. The patient was living and in 
good health in September 1904, over five years after the operation. 
CasE III. was a good example of malignant papilloma. Patient 
aged 36 [the youngest on record, except Friedenheim’s, who was 35. 
A.D.], married 14 years. Leucorrhea set in shortly after marriage 
without pain or ardor urine. Never pregnant. Troubled for several 
years with vascular urethral caruncle. For nine months before opera- 
tion, very free leucorrhea, lumbar and abdominal pain. Two months 
before the operation an attack of severe pain in the right (sic) iliac 
fossa, no fever or sickness; patient kept her bed for a fortnight, and 
during the attack noticed for the first time a tumour in the right 
(sic) iliac fossa. Then the vaginal discharge, which had ceased 
during the fortnight’s illness, reappeared in abundance. Emaciation, 
pulse 120, temperature normal. On examination, Tédenat detected a 
lobulated tumour in each fornix. That on the right side was equal in 
size to a hen’s egg and entirely pelvic, but the tumour in the left 
(sic) fornix rose up high into the left iliac fossa, extending internally 
to the median line and superiorly to within an inch of the umbilical 
level. This tumour was tapped through the vagina, and 23 pints of 
viscid, brown, albuminous fluid came away. Five days later, on 
January 19th, 1904, hysterectomy and removal of both appendages, 
resection of infected peritoneum of vesico-uterine fold. The right 
Fallopian tube was filled with papillomatous outgrowths, pedun- 
culated and sessile; they were hard and brittle in consistence. The 
right ovary showed signs of incipient infection. The left tube, 
though recently tapped, was equal in size to a Tangerine orange. Its 
inner lining was covered with papillomatous growths. The left ovary 
was atrophied and sclerosed. The papillomatous growths in the tubes 
proved, on microscopical examination, to be malignant. At certain 
points in the tissue at the base of the growths large multinuclear cells 
were detected, resembling syncytium. The patient died of recurrence 


in February, 1905, thirteen months after the removal of the can- 
cerous tubes. 
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Tédenat directs attention to certain details of clinical interest 
observed both in his cases and in others already published. He makes 
some observations on Bland-Sutton’s opinion that the tumour named 
“papilloma” by the present writer and Orthmann is an adenoma. 
Whilst Hennig and Ballantyne as well as Bland-Sutton, affirm that 
the mucosa of the human Fallopian tube bears glands, Gebhardt, 
Rieffel, and most anatomists, deny the existence of such glands in 
our species. This question, therefore, remains unsolved. Tédenat, 
however, points out that the association of malignant as well as 
innocent vegetations of the tubal mucosa, with a history of previous 
inflammation, is quite evident in most of the numerous cases already 
reported, as in hisown. These growths, in fact, are distinguished for 
their passé salpingitique. 

Papilloma and carcinoma have never been diagnosed before opera- 
tion. The disease is often bilateral; in 35 per cent. of all cases in- 
nocent and malignant according to reports hitherto published. The 
only treatment which can offer a fair chance of immunity from re- 
currence is removal of the entire uterus and opposite appendages, 
with the affected tube and its corresponding ovary. 


ALBAN Doran. 


Some Clinical Considerations in respect of Inflammation of the 
Uterine Appendages. 


Curpman (W. W.). Montreal Med. Journ. Vol. xxxv., No. 1. 


Tue author in this paper presents the clinical features of inflamma- 
tory disease of the uterine appendages with special reference to those 
due to infection by the gonococcus. He subdivides them into 
acute and chronic, and prefaces his remarks by observing that in the 
former diagnosis is, or may be, a matter of some difficulty, 
while the treatment is obvious, whereas in the latter the reverse is 
usually the fact. 

Cases illustrating the difficulty of diagnosis of early right-sided 
salpingitis, before the appearance of distinctive pelvic physical signs, 
from acute appendicitis are fully dealt wth. The difficulty of 
obtaining an accurate history, and the fallacy of trusting too much 
to it, are emphasized. The author lays stress on the fact that an 
acute gonorrhea invariably leaves traces behind it in the form of 
urethritis, inflammation of Bartholin’s ducts, ete. Should any such 
signs be present, in addition to obscure pelvic tenderness, in a patient 
complaining of acute abdominal pain with fever, the diagnosis of 
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early gonorrheal salpingitis may be safely made. The diagnosis is 
all important, for in these early cases, in contra-distinction to acute 
appendicitis, the indication is not to operate, operation being at all 
times futile and frequently disastrous. 

The treatment of these acute cases may be summed up in the words 
“absolute rest.” It is to be remembered that relapses are common, 
sometimes brought on by examination and occasionally by the 
occurrence of a menstrual period. A careful watch should be kept 
for abscess formation, which can generally be suspected from the 
temperature chart. In doubtful cases, after careful pelvic examina- 
tion, a leucocyte count often gives a valuable indication as to the 
presence or absence of pus. Directly an abscess is diagnosed its con- 
tents should be evacuated preferably by the vaginal route. If, how- 
ever, the abscess can be definitely diagnosed as intrinsic to the tube 
or ovary, the abdominal route affords the opportunity for a more 
thorough removal of the diseased area. 

In chronic cases the diagnosis of the affection is easily made from 
the physical signs, and the history and appearance of the patient. “The 
woman is sterile, suffering and anemic. Pelvic pain is more or less 
constant, her menstrual habit is depraved, her dysmenorrhea a re- 
current torture, and her life one long martyrdom of suffering and 
disability. Truly in many cases were it better that millstone be 
hanged about her neck.” 

The first and great consideration of treatment must always be 
palliative, though admittedly this is a slow, tedious, and exacting 
process. The author strongly advises that such measures should be 
thoroughly and efficiently carried out intermittently, for example, 
for three weeks at intervals varying from three to six months. The 
details as to douching, the use of medicated tampons, etc., are 
described, and do not materially differ from those commonly 
employed. 

If after a thorough trial these measures fail, as a last resource 
surgical intervention is called for. In the author’s opinion this 
should be far-sweeping and radical, the uterus, tubes and ovaries, and 
as much of the diseased parametrium as possible, removed. Con- 
servative surgery, he holds, has no place in such conditions, as limited 
removal may be the cause of a fresh outburst of inflammation when 
the last condition of the patient may be worse than the first. The 
results of the radical operation are in his hands extremely satis- 
factory, and so far, the wisdom of this procedure seems to be fully 
justified. 


ABERNETHY WILLETT. 
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“Hernia Uteri Inguinalis.” 


HILGENREINER Hernricu). Berliner klin. Wehnschr., 
March 12th, 1906. 


Tue author reports a case of this condition associated with marked 
psychical disturbances. A radical cure was performed for hernia 
presenting strangulation symptoms. Insanity supervened sub- 
sequently and recurrence of the hernia. A second radical cure re- 
sulted in complete cure not only of the hernia but of the mental 
symptoms. 

Over 40 cases of hernia of the uterus into the inguinal canal have 
been recorded. It may occur at all ages, but is most common in 
women of middle age, especially in those who have had a large 
number of children. In the majority the hernie are congenital, and 
in more than half the cases defects or malformations of the genital 
organs were present, such as uterus bicornis, uterus bipartitus, 
absence of one or both ovaries, defects in the vagina, pseudo- or true 
hermaphroditism. Complete amenorrhea is not infrequent. The 
hernia is most common on the left side. 

Pregnancy occurred in 8 cases, and in these cases the uterus is as 
a rule irreducible. Cesarean section was performed in 5 cases, 
abortion induced in one case, and Porro’s operation performed after 
the induction of abortion in another. 

In the non-pregnant cases, strangulation symptoms appeared in 
8 cases. Replacement of the uterus is, as a rule, easy, and the 

rognosis is good. 
E. Scorr CarMIcHazEL. 


Pseudomyxoma Peritonei. 


Hirst (B. L.). Amer. Journ. Obstet., March, 1906, p. 345. 


Previous to the publication of Werth’s studies in 1884, this condition 
was regarded as a primary gelatinous or myxomatous change in the 
peritoneum, and was usually described under the name of 
“myxomatous peritonitis.” Werth showed that in the majority of 
cases the conditions resulted from the rupture of a pseudo-mucinous 
cyst-adenoma of the ovary, and the escape of its thick, glairy contents 
into the peritoneal cavity. The pseudomucinous material, too thick 
and tenacious to permit of immediate absorption, acts as a foreign 
body and excites a plastic peritonitis with the formation of fibrous 
trabecule running through the gelatinous mass. 
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In 1885 Olshausen reported a case of cyst-adenoma of the ovary 
with implantation metastases in various parts of the peritoneal 
cavity; the secondary implantation growths presented proliferating 
glandular tubules, similar to those of the primary tumour. Since 
that time many cases have been recorded of ovarian adenomata with 
implantation metastases in the omentum, the intestines, the parietal 
peritoneum, and in the site of the abdominal wound after operation ; 
in some of these cases masses of pseudomucin weighing 40 lbs. have 
been removed from the peritoneal cavity, and repeated operations 
extending over a period of some years have had to be undertaken. 

This mode of origin cannot, however, be assigned to all cases of 
pseudomyxoma peritonei. Fraenkel found in the abdominal cavity 
of a man masses of jelly-like mucus derived from a ruptured cystic 
appendix, and in the peritoneum from another case, histological 
changes suggesting myxomatous degeneration. 

The author records an extremely interesting case upon which he 
operated recently. 

A multipara, aged 50, consulted him on account of procidentia 
uteri. The thickness of the abdominal walls made examination very 
diffcult. On opening the abdomen to perform the operation of 
ventral suspension a mass of pseudomucin weighing 15 lbs. was found 
free in the peritoneal cavity, whilst on the left side, perforated and 
collapsed, was a pseudomucinous cyst adenoma. “Two typical daughter- 
cysts the size of a cherry, were found in the wall of the ileum, one 
exhibiting a spontaneous perforation of its wall through which clear 
pseudo-mucin was oozing.” The main cyst and the daughter-cysts 
were removed. The operation was performed six months ago, and up 
to the present time there is no evidence of fresh cyst formation. 
HERBERT WILLIAMSON. 


Leucoplakia of the Vulva, Vagina, and Uterus. 


JAYLE and Benper. Revue de Gynécol. et de Chir. Abd., 
Nov.—Dec., 1905. 


LevucopLakiA of the vulva is well known, and also its occasional ex- 
tension to the vagina. The authors of this monograph, which extends — 
to nearly a hundred pages, describe also a form of the disease affect- 
ing the uterus itself, not only the vaginal portion of the cervix, but 
also the cervical canal, and even the lining membrane of the body of 
the uterus. To this we will return later. But we must first mention 
the characteristics of the disease in its common situation. 
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Leucoplakia of the vulva. The characteristic patches, whitish in 
colour, sometimes opalescent, and at other times more like cream or 
cheese in appearance, occur on the labia minora, the clitoris and its 
hood, and the inner surface of the labia majora. The patch is always 
adherent, no rubbing or irrigation will disturb it. On occasion it 
will give a distinct “parchment” sensation to the finger. 

The microscopical characteristics of these patches are very 
carefully described by the authors, and many beautiful figures ac- 
company the paper. The most important points are (1) great thicken- 
ing of the horny layer of the epidermis; (2) a marked change in the 
stratum granulosum, which in leucoplakia consists of six to eight 
layers of cells loaded with granules of eleidin; (3) hypertrophy of the 
inter-papillary buds; and (4) an inflammatory condition of the 
dermis, shown by sclerosis, richness in vessels, and infiltration of 
leucocytes. 

The disease is nearly always chronic, slow in its course, but pro- 
gressive. Frequently a carcinomatous change occurs. Judging from 
the recorded cases it might be put almost at 50 per cent. The authors 
think that there can be no doubt that leucoplakia is, as regards cancer, 
a predisposing cause of the first order, but that it would be a mistake 
to suppose that it represents in all cases an initial stage. Another 
question which the authors ask is “can leucoplakia, in certain cases, 
end in kraurosis vulve?” They quote the antagonistic opinions of 
various writers. Pichevin and Pettit point out that the most char- 
acteristic feature in leucoplakia is the increase of the layers of cells 
containing eleidin, .¢., the stratum granulosum, whereas in kraurosis, 
not only is this stratum not hypertrophied, but often it is not re- 
cognisable. Their opinion is that the two affections are clearly dis- 
tinct. Hugo Szdsz has tabulated the differences between leucoplakia 
and kraurosis, which may be roughly summed up as the difference 
between a hypertrophic condition of the varied layers and an 
atrophic, but at thesame time he believes that there is an uninterrupted 
chain connecting two states so dissimilar in appearance. He recalls 
that the early stages of buccal leucoplakia correspond in their histo- 
logical aspect to the leucoplakia of the vulva, while the older patches 
have a resemblance to kraurosis. Szdsz’s opinion then is the exact 
opposite of the one mentioned above. He holds that leucoplakia is 
an affection of long duration, but that it terminates in one of two 
ways, either in kraurosis, or in cancer. 

Jayle and Bender themselves hesitate before accepting the con- 
clusion that kraurosis is an ultimate stage of leucoplakia. They point 
out that the two diseases have been observed co-existing in one 
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patient, that they have seen cases of kraurosis with no preceding 
leucoplakia, and that they have observed patients afflicted with 
kraurosis for years without seeing either leucoplakia or cancer. They 
state, in conclusion, that they are still studying the subject, and will 
publish later a monograph on kraurosis vulve. 

With regard to the etiology, age appears to be the most certain 
factor. With three exceptions all the recorded cases have occurred 
in women near or after the menopause. But the three exceptions are 
striking, the women being aged twenty-five, twenty-seven, and thirty 
respectively. 

Syphilis does not appear to be an important factor, a somewhat 
strange fact in view of its close association with leucoplakia in the 
buccal region. 

The authors agree with Perrin in advocating radical treatment, 
z.e., free excision of the patch or patches. 

Leucoplakia of the vagina. Extension of leucoplakia from the 
vulva to the vagina is rare, but primary leucoplakia of the vagina is 
still rarer. The authors know of only two cases, one of which is re- 
corded by themselves in this paper. The women were aged sixty-eight 
and sixty-two respectively. In the case recorded by Pichevin and 
Pettit the leucoplakia was complicated by a localized epitheliomatous 
change, while in the authors’ own case the vaginal leucoplakia was 
associated with cancer of the vaginal portion of the cervix. 

The macroscopical appearance of the vaginal leucoplakia differed 
not at all from the more common vulval form, but when the patches 
were examined microscopically certain striking differences were at 
once apparent. Acanthosis was very marked, and the inter-papillary 
buds were greatly increased in size, deforming the papille. There 
was also a very marked increase in thickness of the whole epithelial 
layer, but in contrast to the vulval leucoplakia there was no horny 
layer properly so-called, and the stratum granulosum with its con- 
tained eleidin was nowhere recognisable. Notwithstanding these 
differences the authors believe the two conditions to be closely allied, 
and to be properly classed together, whilst admitting that further 
examinations are necessary to determine definitely the histological 
structure of vaginal leucoplakia. 

Leucoplakia of the uterus. If leucoplakia of the vagina be ad- 
mitted there is no reason a priori to doubt the existence of a leuco- 
plakia of the vaginal portion of the cervix. Five such cases have 
been recorded, including a personal observation by the authors. It 
is interesting to note that in this observation the horny layer and the 
stratum granulosum were both well marked, the appearances under 
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the microscope being strikingly similar to those of ordinary vulval 
leucoplakia, and to contrast this with the description and the accom- 
panying illustrations of the vaginal form. 

But the authors of this paper go a step further than leucoplakia 
of the vaginal portion of the cervix, and describe a form of the 
disease affecting the mucous membrane lining the cervical canal, and 
also the body of the uterus. It is well known that the epithelium 
lining the uterine cavity may be transformed from its typical 
columnar ciliated character into a pavement epithelium. The 
authors refer to the evidence of this change obtained occasionally by 
curettage in cases of chronic endometritis, and to the occurrence of 
primary squamous carcinoma in the body of the uterus. So long as 
the pavement epithelium preserves a mucous character it cannot 
rightly be called leucoplakia, but it is different when keratinisation 
occurs, and when, as occasionally happens, a stratum granulosum 
appears with its particles of eleidin. So far as the authors’ personal 
observation is concerned (one case) the leucoplakia affected both the 
cervical canal and the body of the uterus. There were also a leuco- 
plakia of the vagina and a cancer of the cervix. The microscopical 
appearances were very similar to those found in the vagina and 
described above, that is to say acanthosis was very marked, but kerat- 
inisation was present only at certain very limited points, and no 
stratum granulosum, and consequently no eleidin, could be seen. 
Details are however given of cases observed by Zeller and Piering, in 
which granules of eleidin were present, and the microscopical char- 
acters very closely resembled those of vulval leucoplakia. 

An attempt has been made here to summarize the conclusions 
reached by the authors, all that is possible in dealing with a paper in 
which the detailed description of the cases covers more than fifty 
pages, but attention must once more be directed to the splendid series 
of plates at the end of the volume, which are in themselves a treatise 


on the disease. 
R. Hamitton Bett. 
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REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 


Meeting held Wednesday, April 4th, 1906, Dr. Daxin, President, in the 
Chair. 


A paper, which appears as an original article on p. 6 of this number 
of the JouRNAL, was read by Dr. A. W. ADDINSELL on 


Curonic Inrective MEtRITIS, 


Dr. Buacksr pointed out that there were several different conditions 
all associated with the one symptom of intractable hemorrhage from the 
uterus. He wished to know if Dr. Addinsell had taken the precaution 

to exclude the possible effects of presenility and child-bearing as etiological 

i factors in his cases. He thought that further evidence would be 
required before they could accept as proved the view that these cases were 
due to infection. With regard to treatment, steaming the uterus was of 
the greatest possible value and should always be resorted to before hyster- 
ectomy was carried out. 

Dr. GrirFitH said that he was not in favour of steaming the uterus in 
cases of this kind, and that he considered cases of hemorrhage so in- 
tractable as to justify hysterectomy—excluding cases of cancer and 
fibroids—were exceedingly rare. 

Dr. Epzwn said that he could not accept the view that the changes in 
the uterine musculature shown by Dr. Addinsell were inflammatory in 
their nature. The real difficulty in interpreting histological detail in 
the uterine wall was due to the fact that no precise study had ever been 
made of the uterine tissues at different stages of the fertile period of life. 

Dr. AppINSELL replied. 

A short communication was read by Dr. Macigan on “A case of Ab- 
dominal Pregnancy in which the foetus was removed six months after 
spurious labour at term,” which appear as an original communication 
on p. 434 of the previous number of the JouRNAL. 


SPECIMENS. 


Dr. Amanp Routu showed a specimen of Fibroma of the Ovary. 


Dr. Boxatt read a note on the after-history of a case of Cystic 
Fibroid with Carcinoma of the Left Ovary and Right Fallopian Tube. 

Dr. Buacker showed a specimen of a T'ubo-abdominal Gestation Sac 
with Fetus. 


Mr. J. Buanp-Surton showed a specimen of Cancer of the body of the 
Uterus complicated with Fibroids. 
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Meeting held Wednesday, May 2nd, 1906, Dr. Daxtin, President, in the 
Chair. 


A short communication on 


Turee Cases OF EPITHELIOMA OF THE VULVA, WITH THE History suB- 
SEQUENT TO OPERATION.* 
was read by Dr. Lewzrs. 


Casp 1. A multipara, et. 47, had a malignant growth—squamous 
carcinoma—removed from the right side of the vulva on December 7th, 
1896, and the glands in the right groin removed at the same time. A 
small growth re-appeared on the left side of the vulva about two years 
later and was removed in December, 1898. In January, 1899, the 
glands iu the left groin were removed. A small growth re-appeared on 
the left side of the vulva and was removed on March 9th, 1901. Since 
that time the patient had remained quite well. She was examined and 
found free from recurrence on March 8th, 1906—over nine years since 
the first operation and almost exactly five years since the date of her 
fourth and last operation. 

Casz 1. A multipara, et. 52, had a malignant growth—squamous 
carcinoma—of the clitoris removed on September Ist, 1899. The glands 
were at the same time removed from both groins. The patient was 
known to be well and free from recurrence on March 11th, 1906. 

Casz 11. A multipara, et. 34, was operated on for a malignant 
growth—squamous carcinoma of the vulva—on March 31st, 1905. She 
was 8 months pregnant at the time. Labour came on four days later, 
and she was delivered naturally of a living child. On May 4th the 
glands in both groins were removed. The disease rapidly recurred in the 
same place and the growth was again removed on the 20th June. The 
growth again recurred soon afterwards, and she underwent the X-ray 
treatment from August 11th to September 9th, without benefit. She died 
about three months afterwards. . 

Attention was directed to the fact that local recurrence in cases of 
epithelioma of the vulva is not necessarily of unfavourable significance, 
as illustrated in the first case. Case iii. was remarkable in being an 
example of epithelioma of the vulva occurring in a patient no more than 
34 years of age and in being complicated by pregnancy. In this case the 
growth ran an exceedingly rapid course, which might possibly have been 
due partly to the pregnancy and partly to the fact that the patient was 
only 34. The author considered that removal of the growth by Paquelin’s 
cautery was a better method than removal by the knife. 

The specimens from Cases i. and ii., in which the disease did not 
recur, together with sections of the growth, were exhibited. 

Mrs. Stanuey Boyp referred to cases on which she had operated for 
epithelioma of the vulva in which eleven years had elapsed without re- 
currence after a second operation. In another case the patient remained 
well for nine years and then re-appeared with recurrence in the scar. 
She preferred removal of the growth by the knife with suture to Paquelin’s 
cautery. She had not always removed the inguinal glands, unless they 
were obviously enlarged. 

Dr. Hersert Spencer referred to cases he had operated on: one re- 
maining well for eight and a half years, another for three years. In 
another case several operations had been performed, and the patient now 
—thirteen years after the first operation—had recurrence in the pelvic 


* The full text of the communication will appear in the next number of the Journal. 
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glands. He advocated removing the whole of the vulva, in order to get 
rid of the leukoplakial skin. He also thought it well to remove the 
inguinal glands, but thought that complete removal of the inguinal glands 
was practically impossible. 

Dr. Incuis Parsons stated that, in view of the fact that cancer could 
be inoculated, he considered that removal by the cautery was by far the 
best method, and it had, in his hands, given much better results than 
removal by the knife. 

Dr. Lewers replied. 

Sir Witiram Sincuarr then gave a demonstration on the use of 
Laminaria Tents. He showed a large number of specimens of the 
material from which the tents were made, illustrating the various stages 
in their manufacture. The specimens of laminaria exhibited were ob- 
tained from islands on the west coast of Scotland—from Coll and Iona 
and others. He considered the laminaria from the district mentioned 
superior to that hitherto in the market. He had observed with regret 
how much the use of laminaria tents for dilating the cervix had gone 
out of fashion, as he considered dilatation by the use of tents far 
superior to that obtained by the use of rapid dilators. Very serious 
results were apt to be produced by rapid mechanical dilatation, more 
especially in the hands of those with little gynecological experience. 

Dr. Heyrwoop Smit said that larger tents were made by pegging 
together sections of the material, a process which might cause irregular 
dilatation, or even lead to breaking up of the tent. He was glad to see, 
from the specimens shown, that it would be possible to obtain tents as 
large as could be wanted in a single piece. 

Dr. Amanp Rouru had had an opportunity of testing the tents and had 
found them quite as good as those sold in London. 

Dr. Boxatut remarked that the main objection offered to the use of 
tents was the inherent possibility of infection, but by dry heat laminaria 
tents could be not only sterilized, but improved in quality—a process 
which could be accomplished, if necessary, in the domestic oven. 

Dr. Herman did not think laminaria was as much out of fashion as 
Sir William Sinclair supposed. It had been used for thirty years or 
more in the London Hospital. He did not like tents made of several 
pieces of laminaria glued together, for the glue was very possibly septic. 
He was surprised to hear anyone say that the dilating force of laminaria 
was weak, for Matthews Duncan had shown that laminaria was capable 
of exerting a force of 640 lbs. to the square inch. ; 

Dr. INciis Parsons thought that, on the whole, dilatation with metal 
dilators was preferable to dilatation by tents. 

Mr. W. Ganpy said that some years ago he used nothing else but tents 
to dilate the cervix, and he felt that with ordinary care no harm could 
befall the patient. 

Dr. Herpert SpENcER was surprised at Sir William Sinclair’s state- 
ment that laminaria tents had gone out of fashion. They had been used 
continuously at University College Hospital for the last twenty-five 
years. He could not imagine that any gynecologist would dilate a 
rigid senile cervix in order to explore it with the finger by rapid 
dilatation. 

Dr. Lzewsrs said it was important to bear in mind the degree of 
dilatation of the cervix required, in choosing between dilatation by the rapid 
method and dilatation by laminaria tents. In many cases it was certainly 
impossible to dilate the cervix sufficiently to allow of the introduction of 
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the finger into the uterus by the rapid method without causing lacera- 
tion. It had to be borne in mind that when a laceration occurred it 
could not be limited in any way at the will of the operator. It might be 
a slight and unimportant laceration, or it might extend through 
the uterus into the broad ligament or peritoneal cavity. As a rule, Dr. 
Lewers used tents the day before he required exploration, and then, under 
an anesthetic if necessary, passed a few sizes of Hegar’s bougies. 

Dr. Lewers showed two specimens of large Uterine Fibroids under- 
going necrobiosis, or red degeneration. 

Dr. McCann showed—(1) Cervical Fibroid; (2) Broad Ligament Cyst 
with torsion of the pedicle; (3) Primary Cancer of the Vagina; (4) Sar- 
coma of the Vagina. 

Dr. Tats showed a large Fibroid. 


Dr. Incuis Parsons: Fibro-myoma of the Vulva in an unusual posi- 
tion. 


BRITISH GYNACOLOGICAL SOCIETY. 


Meeting held April 9th, 1906, Mr. F. Bowreman Jussert, President, in the 
Chair. 


Dr. MacnaucHton Jones read notes on the Use or VIOFORM AS A 
SUBSTITUTE FOR IoDOFORM. 


Dr. A. E. Gris showed (1) Uterine Myoma with a suppurating 
Carcinomatous Ovarian Cyst, removed from a single woman, aged 37. At 
the operation the uterus was myomatous ; the right ovary was occupied by 
a large adherent cyst; the left oviduct was inflamed, and firm adhesions 
were present between the tumours and the bowel. The uterus and cyst with 
left appendages were removed. On opening the cyst the contents were 
suppurating, and the wall contained solid adenomatous growth with — 
malignant degeneration. (2) Myoma of the Cerviz, removed from a patient, 
aged 32, suffering from menorrhagia, but without any disturbance of 
bladder or bowel. (3) Myoma, removed from a patient, aged 36, by an 
abdominal intra-uterine myomectomy. 

Dr. Freperick Epc showed (1) Myoma of the Uterus which became 
Strangulated and Simulated Cancer of the Fundus, removed from a 
single woman, aged 58, who had passed the menopause eight years 
previously. One month previously, after walking, sudden acute pelvic 
pain came on, with a pulse of 120 and temperature of 104°F. On 
examination a tumour was found closely adherent to the fundus causing 
acute pain on manipulation. The diagnosis lay between an ovarian cyst 
with axial rotation, carcinoma, or myoma undergoing degeneration. At 
the operation the uterus was found retroverted with a strangulated myoma 
behind the right broad ligament. (2) A Pregnant Uterus of Four Months 
with an almost Sessile Myoma, removed by supravaginal hysterectomy from 
a patient, aged 45, complaining of severe abdominal pain. At the 
operation the myoma was found intimately adherent to the uterus and 
bowel. The tumour was ligatured at the base with No. 5 silk, but this 
cut through the tissues, causing hemorrhage which necessitated removal 
of the uterus as well. (3) 4 Myomatous Uterus with expanded Cerviz, 
removed by abdominal hysterectomy. The cervix was removed after 
supravaginal hysterectomy, leaving a portion of the anterior wall. 

Dr. Epae read a short communication ON THE ADVANTAGE OF 
PANHYSTERECTOMY OVER SUPRAVAGINAL HysTERECTOMY, basing it on two 
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fatal cases where the latter operation had been performed. The cause of 
death in one case being secondary hemorrhage and in the other acute 
general peritonitis on the tenth day. The method of operation advocated 
was similar to Doyen’s with the addition of making peritoneal flaps 
anteriorly and posteriorly. 

Dr. SMatLwoop Savacz (for Prof. TayLor) showed A Large Uterine 
Myoma, removed from a patient, aged 46, suffering from diabetes. She 
complained of menorrhagia and had had diabetes for more than a year. The 
abdomen had rapidly increased in size for several months. The urine 
was acid, and contained some albumen and much sugar. The progress 
so far had been satisfactory. 

Dr. MacnauGuton Jongs showed an Adeno-carcinoma of the Left Ovary, 
removed from a patient, aged 56. On operation two ovarian tumours were 
found, and a quantity of ascitic fluid escaped. In the wall of the left 
tumour malignant spheroidal cells were found. 

The Presipent showed a Spindle-celled Sarcoma of the Left Ovary, 
removed from a patient, aged 50, who was admitted for an abdominal 
tumour and stabbing pain. Theclimacteric occurred six months previously. 
The pain increased during the last month, and the abdominal swelling 
became more prominent. At the operation a large quantity of dark fluid 
escaped. The left ovary was occupied by a solid tumour which had rotated 
on its pedicle at least twice. This tumour was removed, and no secondary 
deposits were found. The right ovary was fibrous, but was not removed. 
The patient made a rapid recovery. The pathological report stated that 
the stroma showed all the characters of a spindle-cell sarcoma with areas of 
necrosis and hemorrhage. 


Meeting held May 10th, 1906, Mr. Bowreman Jessett, President, in the 
Chair. 


Mrs. Scuaruizs, M.D., M.S., read a paper entitled 


Tue ADVANTAGES OF THE ABDOMINAL ROUTE IN OPERATIONS FOR CANCER 
OF THE UTERUS. 


One of the most pressing duties and one of the most exacting aims of our 
lives is the reduction of mortality caused by uterine cancer. All are 
seeking some remedy or some operation which may prove of general service, 
but up to the present no definite conclusion has been arrived at, as is 
proved by the number of operations practised and the variety of medical 
and other means of treatment. Only within the last thirty years has any 
sustained attempt been made to cure cancer of the uterus. Since then the 
surgery of the uterus has made rapid advance, and the microscope proved 
a most efficient ally. However, the lamentable delusion still exists that 
hemorrhage abnormal in time or amount and hemorrhage recurring after 
a prolonged period of amenorrhcea are to be regarded as the normal 
condition during the menopause. A large percentage of women suffering 
from cancer of the uterus seek advice too late; many are not examined, 
and a still larger number are believed to be free from the disease because 
the vaginal portion appears to be healthy. If the operator is equally 
dextrous in operating by the vagina and by the abdomen, the only probable 
advantage of the former is the diminution of post operative shock. 
Operation through the abdomen secures—(1) a more fully-exposed and 
convenient field of operation ; (2) a better opportunity for breaking down 
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adhesions without injury to the bladder or intestines; (3) more adequate 
examination and removal of pelvic glands, especially of those lying along 
the course of the iliac vessels and about the bifurcation of the aorta; 
(4) less danger to the ureters, which may be examined and preserved 
uninjured, while the cellular tissue is dissected away and the uterine vessels 
are tied on their outer side ; (5) more reliable hemostasis, the vessels being 
easily ligatured, a great improvement on the use of clamps which are 
always liable to bruise the tissues, and have been known to cause necrosis 
and secondary hemorrhage; (6) the bladder and rectum are more easily 
separated and are less likely to be injured ; (7) the vagina can be divided 
lower down, a great gain in cases in which the disease has spread to the 
walls of this tube; (8) in bad cases less time is consumed in operating by 
the abdominal route, and certain cases that were inoperable by the vaginal 
route may be successfully completed by the abdominal. Especially is this 
the case where the vagina is long, narrow and rigid, as in elderly virgins 
and nullipare. It is not to be expected that these advantages will be 
conceded by those who have practised vaginal hysterectomy for the last 
twenty years and whose technique is almost perfect. All will deplore the 
appalling percentage of inoperable cases, and gladly exchange an 
operability of 15 per cent. for one of 60 per cent. In comparing results 
it is not fair to make a comparison of results of an operation reserved for 
more advanced cases with those of an operation done in less advanced. The 
parametric tissue requires removal, and the plan of splitting the broad 
ligament has much to commend it, as the uterine artery and ureter can be 
reached from the wall of the pelvis. (A list of twenty-two consecutive cases 
was given, of which twenty made an immediate recovery, whilst none has 
yet reached the five years’ limit.) The progress of knowledge with reference 
to cancer is great, but yet very imperfect. Much is to be hoped for from 
improved. technique and earlier recognition of the disease. 

Mr. Mayo Rosson said the first thing that ought to be recognised by the 
profession and public was that cancer was a local disease, and if removed 
at that stage a cure could be effected in a large percentage of cases. At an 
early stage the vaginal operation would yield good results. As soon as 
the disease had extended to the body of the uterus he was clearly convinced 
that it was better to operate by the abdominal route. It was necessary to 
educate the public and tell them that if they would seek advice early they 
could be cured of conditions which would otherwise prove fatal. 

Mrs. StanLey Boyp said that if operators saw the case as soon as they 
wished any good operation would succeed. 

Dr. MANSELL MovuLuin said the treatment of a case of cancer must 
largely depend upon two factors—the nature of the case, and the bias of 
the operator. 

Dr. PurceL. advocated the vaginal route where the disease was in the 
cervix, but when it had extended to the body the abdominal route was to be 
preferred, and panhysterectomy was the operation of selection. 

Miss AtpricH Buaxgz, M.D., M.S., preferred the abdominal method in 
all cases, and quoted from 34 cases where she operated in this manner. 

Dr. Hzrwoop SmitH advocated a longer abdominal incision than 
usually made, and favoured the issue of a pamphlet to medical men and 
the public indicating the necessity of seeking advice on the appearance of 
certain symptoms. 

Mr. Cuarues Ryaut considered the abdominal route the more scientific, 
but admitted it required more time. There was some danger of infection 
of the abdominal wound. 
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Dr, R. T. Smrrn said the advantage of the abdominal route was that 
adhesions were more readily dealt with. 

The Presipent considered the situation of the growth ought to be taken 
into account in determining the nature of the operation. In cases of 
disease of the body he preferred the vaginal method. 


NORTH OF ENGLAND GYNACOLOGICAL AND OBSTETRICAL 
SOCIETY. 


Meeting at Liverpool on March 16th, 1906, Mr. R. Faveu., President, in 
the Chair. 


PRELIMINARY ENUCLEATION OF FIBROIDS IN SUPRAVAGINAL HYSTERECTOMY. 


Dr. D. Luoyp Roszrts’ (Manchester) communication on this subject 
appears as an original article on p. 49 of this number of the Journat. 


SarcoMa oF THE LaBium MaJUS ARISING IN A PIGMENTED MOLE. 


Dr. ForHerGit. (Manchester) showed, on behalf of Sir W. J. Sinclair 
and himself, a water-colour drawing of a hairy pigmented mole covering 
the labium majus and a portion of the right buttock in a girl of 19. 
The labium majus contained a pear-shaped hard growth as large as the 
egg of a goose, which had grown during the past two years. The tumour 
was removed, and was shown together with microscopic sections. The 
epithelial layer of the skin showed the usual structure of pigmented moles. 
The new growth was continuous with and was obviously derived from the 
cutis vera. It contained no pigment, and consisted mainly of firm 
connective tissue with thin-walled blood-vessels, but in certain portions 
it had the histological characteristics of spindle-celled sarcomata. On the 
analogy of other tumours of the cutis vera which had been observed to 
recur, it was considered that the growth in question was really sarcomatous 
in nature. 


ABDOMINAL HysTERECTOMY FOR MALIGNANT DISEASE OF THE UTERUS. 


Dr. WattzR (Manchester) mentioned the case of a patient, aged 58, 
who ceased to menstruate when aged 52. Nine months later she had a 
watery uterine discharge, which was followed by occasional hemorrhage. 
The discharge soon became purulent and offensive. When seen she was 
anemic and thin, buthad no pain. The pulse was 100, and her temperature 
101°. The vagina was very small; the cervix was atrophied; the fundus . 
was the size of an orange, mobile and tender on pressure. 

_ The abdomen having been opened, the broad and round ligaments were 
clamped as far as possible from the uterus. The bladder having been 
separated, the uterus was removed with the upper part of the vagina. 
Careful examination of the pelvis failed to reveal the presence of any 
enlarged glands. The bleeding points were then secured and the operation 
completed. The patient made a good recovery. The points of interest were 
(1) the absence of glandular or lymphatic infection in spite of the 
protracted course of the disease, and (2) the advantage secured by post- 
poning ligature of the broad ligaments until after the removal of the 
uterus. Microscopic examination showed the uterine muscle to be deeply 
invaded by a new growth of sarcomatous character. 
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FisroMyoMa UTERI WITH PREGNANCY. 


Dr. WALTER also described the case of a patient, aged 42, who had been 
married 15 years, and had once been pregnant soon after marriage. 
Menstruation ceased six weeks before she was seen. The lower abdomen 
contained a hard tumour reaching to the umbilicus and involving the 
whole of the front and left aspects of the uterine body. Three months 
later the tumour was tender and painful. There had been some brownish 
discharge, and the patient’s condition was worse. There were no signs of 
pregnancy in the breasts. Another month passed, and operative interfer- 
ence was demanded by the symptoms, though pregnancy was suspected. 
Supravaginal hysterectomy was done, and the subsequent improvement in 
health was quite satisfactory. The specinien was the size of a melon. The 
uterine cavity was behind and to the right, and contained a foetus about 
four inches in length. The large fibroid occupied the front and left 
uterine walls, and was undergoing cystic degeneration in several parts. 


Tue VERMIFORM APPENDIX AS A CAUSE OF PELVIC INFLAMMATION, 


Dr, A. W. W. Lea (Manchester) read a paper on this subject, with an 
analysis of ten cases, which will appear in extenso in an early number of 
the JOURNAL. 


Meeting held at Manchester on Friday, April 27th, 1906, Mr. R. Fave.u, 
President, in the Chair. 


SPECIMENS. 


Dr. J. E. Gemmexu (Liverpool): Fibroma of the Labiwm Majus of a 
patient aged 44. A rounded tumour, the size of an orange, occupied the 
labium ; continuous with this was a flattened swelling four inches across extend- 
ing over the left buttock. On removal the growth was found to extend towards 
the inguinal ring. On section it had the appearance of myxomatous tissue, 
but on microscopic examination it seemed to be a purefibroma. Clinically, 
from the absence of capsule and the way in which the tumour infiltrated 
the subcutaneous tissues, also from its soft myxomatous character, it was 
thought to be a sarcoma, and its recurrence was rather to be expected. 

Dr. Buarr Bru (Liverpool): New Pelvic Retractors. These were made 
in three sizes, the blades consisting of loops of stiff wire with a transverse 
bar. They were very light, and through the large fenestre in the blades 
bleeding points could be seen and easily dealt with. 

Dr. Luorp Rossrts (Manchester): The Uterus and Appendages with the 
Bladder, Ureters and Kidneys of a patient who died from cystitis with 
rupture of the necrosed bladder into the utero-vesical pouch. The full 
report of this case appears on p. 51 of this number of the JourNa.. 

Dr. ForHErGiLt showed an exactly similar specimen from the Patho- 
logical Museum of the Owens College. It was very old, and no record of 
its origin existed. It showed the retroverted pregnant uterus, and a 
ragged hole between the bladder and the utero-vesical pouch. 


CasEs. 


Drs. Briaes and (Liverpool): Two Caszs or Fisroips 
UNDERGOING SPONTANEOUS ENUCLEATION AND CO-BXISTING WITH CANCER OF 
THE Bopy or THE UTERUS. 

Case1. Patient, aged 55. Menopause at 53. Blood-stained discharge 
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for six months. Abdominal panhysterectomy. The uterus contains 
multiple fibroids mostly interstitial. A submucous fibroid occupies the 
posterior portion of the cavity, and is partially enucleated. Below its 
attachment the mucosa is polypoid, and on section is seen to be the seat of 
adeno-carcinoma, some of the cells undergoing metaplasia and forming 
cell-nests like squamous epithelium. 


Case 11. Patient, aged 40, with fibroids. Suppuration in the uterine 
cavity led to fever, and the uterus was removed in August. In December 
a cystic swelling of the kidney formed, and the patient died in January, 
without operation or autopsy. The uterus weighed 6? lbs. Its cavity 
contained a large fibroid in process of enucleation from a suppurating bed. 
The fibroid is undergoing necrobiosis, and is invaded by adeno- 
carcinomatous tissue from the adjacent endometrium. 

Dr. J. E. Gzmmeu (Liverpool): i. Frsroma or THE OVARY UNDERGOING 
SarcomMatTous DEGENERATION. The patient, aged 41, had seven children. 
She complained of pain in the abdomen of two years’ duration. Menstrua- 
tion remained regular. The tumour reached the umbilicus and was tender. 
There was no clinical evidence of ascites, but on opening the abdomen a 
certain amount of fluid was found. The tumour was smooth and regular 
in contour, hard and white, and weighed 4 lbs. The tube attached to it 
was normal. In the centre of the tumour was a degenerated area with a 
small cyst. Sections showed the fibromatous nature of the growth. 
ii. FisroMyoMA oF THE CERVIX. The patient, aged 47, had 10 children; 
complained of a gnawing pain, difficulty in micturition and defecation. 
Menstruation normal. Two hard rounded movable masses were felt in the 
lower abdomen attached to a larger mass which occupied the pelvis. The 
cervix was out of reach behind the symphysis. The abdomen having been 
opened, the uterus and left appendages were exposedon the top of a large soft 
fibroid growing from the posterior cervical wall, and obliterating the pouch 
of Douglas. The tumour was enucleated in fragments, and an incision was 
made into the posterior vaginal fornix. The bed of the tumour was 
then packed with gauze which was pulled through into the vagina, and the 
peritoneum was sutured so as to close off the abdominal cavity and allow 
the tumour bed to be drawn into the vagina. The gauze was removed by 
the vagina piece by piece during the next four days. Microscopic 
examination of the friable growth showed numerous large spindle cells, 
and its appearance was practically that of sarcomatous tissue. 

Dr. Lea regarded the changes as due to degenerative processes and not 
to sarcomatous growth. 

Dr. FoTHERGILL objected to the term “ sarcomatous degeneration.” The 
formation of sarcomatous tissue was not a degeneration. There could be 
- degeneration of sarcomatous tissue as of any other tissue. 

Dr. GEMMELL replied that he had used the term as indicating activity 
and enlargement in the nuclei and spindle cells of the fibroid growth, rather 
than degeneration. When such areas were found in fibromyomata there 
was a question whether they would recur or not. If recurrence took place 
the cases should be regarded as sarcomatous. 

Dr. A. Stooxgs (Liverpool): A Casz or CasaREAN SECTION FOR PELVIC 
Contraction. The patient was a primipara, 25 years of age, and the 
feature of interest was a sudden rise of the pulse-rate from 80 to 160 at 
the end of the operation. It returned to normal for a time, but during 
the evening it rose again to 140, the temperature at the same time 
reaching 103°. There was a steady decline subsequently, and the recovery 
was excellent. There was no ascertainable cause for the phenomena 
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mentioned, which must have been due to derangement of the nerve control 
caused by the shock of operation in a frightened and nervous subject. 

Dr. W. Water (Manchester): A Casz or ProsaLPInx witH REMOVAL OF 
THE ADHERENT APPENDIX. The patient, aged 37, had seven children. 
Three years previously she had a pelvic abscess opened and drained per 
vaginam. Present complaint, pain and swelling on right side. A tender 
mass was felt in the right iliac fossa, and bulged into the right vaginal 
fornix. It was fixed, hard, and as large as a foetal head. On opening 
the abdomen the tube was found to be as large as an orange and distended 
with pus. The vermiform appendix was much enlarged, inflamed, and was 
adherent to the tube. These structures were removed after separating 
numerous adhesions to intestine. The vermiform appendix was found to 
be normal as to its lumen and mucosa, the thickening and inflammatory 
changes being confined to the outer portion of its wall. Dr. Walter noted 
that the part of the appendix was secondary in this case. He did not 
think that the presence of the appendix in the pelvis necessitated its 
removal, nor did slight adhesions to the pelvic organs. Disease of the 
appendix when co-existent with pelvic inflammation was usually secondary, 
and but rarely the cause of the pelvic trouble. 

Dr. GzMMELL said he had only found it necessary to remove the 
vermiform appendix four times. 

Dr. Donatp had only removed the appendix five or six times, and 
could not remember a single patient who had subsequently suffered from 
appendicitis. If it was advisable to examine the appendix during 
gynecological operations, would it not also be well to investigate the 
condition of the gall-bladder and the kidneys? 

Dr. La thought systematic examination of the appendix was desirable. 
It was a disappearing organ, and was thus peculiarly liable to morbid 
changes. Those who examined the appendix found it abnormal in a 
surprisingly large percentage of cases. 

Dr. WatTER replied. 


Meeting held at Leeds on May 18th, 1906, Mr. R. Faveuu, President, in 
the Chair. 


SPECIMENS. 


Dr. J. B. Heuer (Leeds) showed a specimen illustrating Unequal 
Development of Twins. The patient, a 1l-para, aged 30, was admitted 
semi-comatose, having had seven or eight eclamptic fits. She was treated 
expectantly, was delivered spontaneously, and recovered. There was a 
single placenta with two amniotic sacs, each having a separate chorion. 
One sac contained a female foetus 15? inches long, nearly three pounds in 
weight, and of about 31 weeks’ growth. The other sac contained a male 
foetus 8 inches long and of about 18 weeks’ growth, compressed into a 
flat form 24 inches across and 4 inch in thickness. 

Dr. Hzuuier also showed a Blighted Ovum with Subchorionic Hamatoma, 
expelled by a patient nine months from the beginning of pregnancy. The 
ovum must have perished after about six weeks’ growth. Another specimen 
was the uterus of a woman who died at the eighth month of pregnancy 
after falling in the street with blood flowing from the vulva. Post mortem 
examination showed the uterus and placenta to be perfectly normal, the 
hemorrhage having occurred from ruptured varicose veins in the vulva. 
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Dr. Hellier said that he had recently excised a very prominent vulvar varix 
at the seventh month with satisfactory result. 


Dr. Crorr had recently seen a case of severe bleeding during labour 
from varicose veins just inside the vaginal orifice. 


CasEs. 


Dr. W. K. Watts (Manchester) related an Unusua Casz or CANCER OF 
THE Cervix. The patient was aged 45, and had eight children. Five 
months after the last confinement menstruation re-appeared, followed by a 
continuous discharge. A small malignant ulcer of the cervix was then 
found, with matting of the appendages on each side. The uterus seemed 
to be of normal size and fairly mobile. Vaginal hysterectomy was done 
six months after labour, and during the operation an unexpected solid 
connection was found between the posterior uterine wall and the rectum—a 
firm fleshy bar about an inch long and an inch thick, covered with 
peritoneum. This was cut through close to the rectum, and was found to 
have a broken-down grumous core. The raw surface was closed, and the 
operation was completed in the usual way. The local progress was good, 
but the patient, who was a frail subject, gradually became exhausted, and 
died on the eighth day. Microscopic sections proved the ulcer on the 
cervix to be carcinomatous. The back of the uterus showed a firm 
projection with a crater-like surface, sections of which showed it to be a 
malignant new growth of epithelial origin. The endometrium was 
perfectly healthy, and the uterine wall between the cervix and the lesion 
in the posterior wall was also perfectly normal. 


The Presipent (Mr. Sheffield) mentioned a case of HrstEREc- 
TOMY S1x WEEKS AFTER ABORTION for a myoma undergoing red degeneration. 
The patient was 28 years of age. At her first confinement, 24 years before, 
there was no evidence of the existence of a fibroid. Menstruation was 
regular until the second pregnancy began. At the sixth month bleeding 
occurred, followed by the expulsion of the ovum. It was then found that 
the body of the uterus contained a fibroid, and that the ovaries were both 
cystic. Hemorrhage continued severe, and six weeks after the miscarriage 
the uterus and the diseased appendages were removed by the abdominal 
route. The myoma measured about six inches by four, and was a typical 
example of red degeneration. 


Dr. W. WautzrR (Manchester) reported the case of a patient, aged 60, 
who ten years previously underwent an operation in a local hospital, 
Taree Tumours, according to her own statement, being removed a few 
months after the menopause. The occurrence of ten days’ hemorrhage 
following ten years’ amenorrhea called attention to a hard spherical 
tumour rising out of the pelvis and attached to the abdominal wall. The 
tumour was the uterine body, and was as large as an orange. The 
abdomen was opened, and the portion of the abdominal wall which was 
adherent to the uterus was removed. Panhysterectomy was then done. 

Sir Witu14m Srnciarr thought the uterus could have been more suitably 
removed by para-vaginal section. 

Dr. Water replied that the adhesion between the uterus and the 
abdominal wall contra-indicated the vaginal route in this case. 

Dr. Luoyp Roserts (Manchester) mentioned the case of a woman whose 
main symptom was Pg.vic Patn, who was curetted with considerable benefit. 
At this time the urine was normal; but she was readmitted with pain in 
the left loin and left leg, the urine containing pus, blood and mucus. The 
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left kidney was enlarged, and was incised, between 4 and 5 fl. oz. of pus 
being found. The wound did not heal, and ultimately the kidney had to 
be removed. About ten days later the woman became comatose, and died. 
The right kidney was found to contain a mass of 6 or 8 calculi, which had 
quite destroyed its function. 

Dr. Hguurer (Leeds) remarked that gynecologists were often asked to 
treat cases of pelvic pain due to causes other than pelvic disease. There 
were pelvic pains of various kinds, many of which could be observed in the 
male subject. Before undertaking gynecological work a man should be 
familiar with pelvic pain of all kinds, as well as with that due to lesions 
of the female reproductive organs. 

Dr. WatTER (Manchester) instanced a case sent to him by a physician 
in which pelvic pain was due to movable kidney. 

Dr. Luoyp Roserts replied. 

Sir J. gave a demonstration of Tents made from 
sea-tangle in the islands on the west coast of Scotland, and of the raw 
material from which they are made. The first mention of tangle tents 
(laminaria) occurred in the Glasgow Medical Journal in the year 1862, 
their use being recommended by Dr. Sloan, af Ayr. Sir James Y. Simpson 
took the matter up, and tents were then manufactured by a German firm 
in London, and seemed to have remained a German monopoly ever since. 
In the year 1870 arguments against the use of tents were already 
appearing in the Edinburgh Medical Journal. They had doubtless acquired 
an unfavourable notoriety as sources of infection. It was, however, obvious 
that this was due to the fact that tents were used without any antiseptic 
precautions and without regard even to ordinary cleanliness. Simpson 
himself said that it was economical to use tents more than once. It was 
usual, after using one, to hang it up to dry for use on a subsequent 
occasion. The use of tents began in Germany at a later date, when 
antiseptic precautions had come into fashion. Thus evil results had been 
avoided in foreign practice and tents were still largely used. In 
America tents were commonly introduced in the specialists office, the 
patient being allowed to travel home with the tent in the uterus. This 
was courting trouble. Emmett used to go to the patient’s house to insert 
tents, and thus escaped misadventure, but the majority had given up tents 
in favour of rapid dilators. The tents shown had been made in Iona. 
The iaminaria after a preliminary drying was soaked in a solution of 
mercuric perchloride which thus permeated every cell of the tissue. The 
tents were then roughly fashioned, and after a second dessication were 
trimmed and finished. When introduced the mercuric perchloride was 
gradually dissolved, the tent thus becoming during dilatation an active 
antiseptic agent. It was possible to get laminaria stalks 14 inches in 
diameter ; thus large tents could be made for use in accidental hemorrhage 
and placenta previa. Long rods of laminaria could also be used for the 
induction of premature labour instead of the ordinary gum-elastic bougie. 
The use of tents had many advantages over rapid mechanical dilatation, 
especially in the non-pregnant uterus. The only disadvantage was the risk 
of septic infection, and this could be completely avoided by the usual 
precautions. It was desirable also to support British industry when 
possible, and the crofters of the west of Scotland should be encouraged to 
manufacture tents from the abundant material which lay to hand on their 
coast. 
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GLASGOW OBSTETRICAL AND GYNACOLOGICAL SOCIETY. 


Meeting held on Wednesday, March 28th, 1906, Dr. J. K. Kuuuy, the 
President, in the Chair. 

The following fresh specimens were shown :— 

Dr. Ropert Jarpinz: The Uterus removed from a patient at a second 
Cesarean section; the cicatrix of the previous incision was scarcely 
visible. The uterus was adherent to the bladder. One ovary was left. 

Dr. Joun Linpsay: Fetus Amorphus Anideus, from a cow. 

The Prestpent: (a) Sarcoma of Uterus ulcerating through mucous 
membrane ; (b) a normal Ovary with a fish bone in cortex. 

Dr. Lovisz McIuror: Microscopical section of Round-celled Sarcoma 
of Fallopian Tube. 


Dr. A. J. Witson read notes on “Three cases of interest: Apoplexy (1?) 
in a young ii.-para ; Tumour of the base of the skull in a new-born child; 
Case suggestive of paternal influence in twin pregnancy.” 

In the first case the patient was aged 22 years, and was six months 
pregnant. There was nothing unusual in her previous pregnancy and no 
history of ill-health. She went to bed in her usual health, but was ob- 
served early in the morning to be unconscious, having vomited dark- 
coloured fluid like blood; urine was passed involuntarily. On examina- 
tion the pulse was quicker than normal, but there was no cedema nor any 
evidence of paralysis. Two drops of croton oil were given, followed by 

15 grains of chloral. Later the cervix was dilated manually, version 
performed and foetus extracted. Some hours afterwards the catheter 
was passed, but no urine was found in bladder. Hot poultices and bottles 
were applied, and a subcutaneous injection of saline solution was given. Next 
day there was some return of consciousness and twitching of the hands 
and face was noticed. The urine was still suppressed and there was 
incontinence of faeces. 

On the evening of the second day the coma deepened, and later 
paralysis of the left arm and leg was observed, accompanied by Cheyne- 
Stokes’ breathing. The urine had been passed involuntarily before death, 
which occurred on the 4th day. No post mortem examination was per- 
mitted. 

The question of diagnosis arises in this case. Dr. Wilson discussed 
the fact of vomiting and suppression of urine having been present as 
pointing to uremia; many of the signs present led him to the diagnosis 
of eclampsia with or without subsequent cerebral hemorrhage. Dr. 
Wilson quoted reports of parallel cases which have been mentioned in 
various text-books, and have given similar evidence of the difficulties of 
diagnosis. 

In Case ii., that of a female child. At birth the face had an unusual 
appearance, the nasal bones were distended and a small cystic portion of 
the tumour projected from the right nostril; the mouth was wide open 
and a soft mass covered with skin filled the mouth and projected between 
the upper and lower central incisors, the tongue being pressed out of 
sight. On examination the tumour was found to be growing from the 
naso-pharynx and attached to the base of the skull. It filled the nasal 
cavity, passed through a large cleft in the palate by means of a pedicle, and 

then expanded into a bilobed mass the size of an infant’s fist. 
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The base of the tumour was transfixed and tied, and the mass removed ; 
this allowed the tongue to come forward. The child was fed upon breast 
milk drawn off, and cow’s milk and water, but it died on the 9th day. 

Dr. Wilson showed microscopic sections, prepared by Dr. Donald 
Duff, to illustrate the character of the tumour as being that of a 
dermoid. 

In the third section of his paper, Dr. Wilson gave notes of a case 
showing the remarkable relationship of twin pregnancies transmitted 
through the male members of the family. 

A patient, et. 31, gave birth to triplets, thirteen months later she 
had twins. On the husband’s side, his mother had twins twice, and the 
wives of five uncles gave birth to twins; several cousins have had twins. 

Dr. Wilson gave a short review of the literature dealing with this 
subject. 

In the discussion, the PresipENT said, in the first case there were 
many elements of doubt in regard to the diagnosis; there being a close 
relationship between uremia and eclampsia. In the second case a post 
mortem examination would have been of interest. 

Dr. Casxiz had experience of a patient who had become comatose and 
died on the 3rd day after labour. 

Dr. Jarpinz thought that in the first case a post mortem examination 
would have settled the diagnosis. It was difficult to distinguish uremia 
from eclampsia in some cases when the fits have ceased. Dr. Jardine had 
come across cases where the paternal influence runs in families. It is 
generally supposed to be on the maternal side. 

Dr. Donatp Durr had examined the sections of tumour from the 
second patient, and they showed the presence of skin and fat. The most 
usual form of tumour in this region is sarcoma. 


Dr. James Warr read a paper on 
Tus RESUSCITATION OF APPARENTLY STILLBORN CHILDREN. 


Dr. Weir, in the early part of his paper, referred to the inadequate 
amount of time devoted to the teaching of this subject and its influence 
on infant mortality. The influence of chloroform upon the child was 
slight unless the mother had undergone profound narcosis for a lengthened 
period. The cause of debility in the infant in chloroform cases may be 
due to the operative means employed in the delivery. In Cesarean 
sections the child, as a rule, requires artificial aid to respiration ; this 
may be due to the effects of chloroform anesthesia. Schultze’s method is, 
in Dr. Weir’s opinion the best method for performing artificial respira- 
tion. The movement of the child’s body through the air, with its changes 
of temperature, is an additional stimulation to the child to respiratory 
efforts; but this is accompanied occasionally by risk of subsequent 
chilling. When followed by the hot bath this is obviated. The treat- 
ment of relieving congestion by allowing the umbilical cord to bleed is 
open to question, as it may bring on a condition of oligemia. Hot 
affusions over the preecordium are the best method of treatment among the 
external applications. Laborde’s method of rhythmic traction of the 
tongue is of benefit. Mouth to mouth or instrumental insufflation is 
seldom made use of. 

Dr. Weir’s routine method of treatment consists in the following :— 
The skin is stimulated by slapping and pinching, with compression of 
the chest wall at intervals. If no attempt at respiration has been made the 
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cord should be ligated and the child put into a hot-water bath or hot saline 
solution ; cold water is sponged on the head and chest and Schultze’s 
movements are performed, followed by a hot bath. While in the bath a 
finger is inserted into the rectum; this latter manipulation has a stimu- 
lating effect on the respiratory centres. A firm resistant sphincter is 
also of use as a sign of vitality in the child. Dr. Weir in his obstetric 
practice makes use of A.C.E. mixture, as in his opinion having less effect 
upon the child. 

Dr. MACKELLAR discussed the paper briefly. 


Meeting held on Wednesday, April 25th, 1906, Dr. J. K. Kxury, the 
President, in the Chair. 


The minutes of the previous meeting having been read, the following 
fresh specimens were shown :— 

Dr. J. Munro Kzrr: (1) Multiple Myomata of Uterus; (2) Tubo- 
ovarian Cyst; (3) Chorio-epithelioma of Uterus. 

Dr. ALEx. MacLennan: Complete Procidentia of Uterus and Vagina, 
removed by operation. 
The Presipent: Uterus with Chorio-epithelioma. 


Dr. Joun Linpsay and Dr. G. N. Turner read notes of 


A Casz or Fatat MALFORMATION. 


The right knee presented, there being a club-foot on this limb; the 
: other limb being dwarfed and widely separated from its fellow, and there 
being a ventral barrier and malformation of the urinary organs, the 
diagnosis of the position was unusually difficult, but the delivery was easy. 
The malformations found in the infant post mortem were: split pelvis, 
ventral hernia, extroversion of the bladder, split penis and scrotum (the 
testicles being within the abdomen), persistent cloaca with largely developed 
Miillerian ducts (cornua uteri masculini), absence of greater part of colon 
and sacral meningocele. 
, The dwarfed limb was destitute of muscles and nerves, there being only 
; fat between the bones and the skin. 

The paper was illustrated by drawings and microscopic slides. 

Dr. MacLzunnan asked if there were any tendons in the toes. 
Dr. Linpsay replied that they were absent. 


Dr. Joun Barrp read notes on a case of 


PaRTURITION IN A PaTiENT witH Urervus, Cervix AND VAGINA. 


On examination of the patient per vaginam a septum was found ex- 
tending from immediately above the meatus to the centre of the perineum 
and upwards to the cervix, about finch in thickness and completely 
separating the vagina into two compartments. In the right or larger a 
central os uteri was found, in the left an os was found, but lying to the 
side near the septum. As labour advanced the left os dilated and the 
septum became detached from the upper part of the vagina, its edge lying 
across the open os and against the presenting head. Dr. Munro Kerr 
(in consultation) ligatured the septum in two places, cut between them, 
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applied the forceps and delivered the patient of a still-born child. .Two 
uteri were distinctly felt on examination. The patient made a good 
recovery. 

Dr. Munro Kerr had previous experience of two similar cases ; one patient 
had prolapse of uterus and vagina with the septum across vagina, com- 
plete below and opening felt in upper part. The prolapse of septum was 
a source of the obstruction. 

Dr. Jarpinz had seen several cases—in one only there was a double 
uterus and vagina with complete septum; pregnancy on the side where 
the hymen was unruptured. The delivery was effected by forceps and 
the septum removed ; the decidua in the non-pregnant uterus was removed. 
There had been no menstruation during the pregnancy. 

The Presipent and Dr. CaMpPBBELL also spoke. 

Dr. Barrp replied. 


Dr. Wm. A. Caskig read notes on 
Cases oF PugsRPERAL ECLAMPSIA, AND ONE OF INVERSION OF THE UTERUS. 


All the cases of eclampsia with one exception were primipare; the 
urine was albuminous in all but one. Death occurred in three cases, and 
the forceps was applied in five. In one case the patient, aged 28 years, 
was seven months pregnant, complaining of headaches and vomiting; 
cedema of abdominal walls and of the lower extremities was present ; con- 
vulsions occurred later. The treatment adopted was Rochelle salts, castor 
oil enemata and venesection. Labour was induced and the forceps 
applied, delivery being very difficult; the patient died before its com- 
pletion. 

Dr. Caskie gave the history of two additional cases where death 
occurred after delivery, the patients never regaining complete conscious- 
ness. 

In the case of inversion of the uterus, the patient had been attended 
by a midwife twelve months before. On examination pain and profuse 
hemorrhage were present ; the uterus was found to be completely inverted. 
Compression and rotation were performed, the uterus was replaced, a 
compress and bandage were applied, and ergot was administered. Patient 
did well. 

Dr. JaRDINE described two cases of inversion of the uterus to which he 
had been called in consultation. In one the placenta was expelled spon- 
taneously, a midwife attending. Patient was dying when seen. In the 
second case the uterus was easily replaced. Dr. Jardine thought that the 
uterus would not invert on pulling on the cord as the latter would break 
unless very strong; he did not consider ergot a safe drug in the after 
treatment of these cases, as it might cause a return of the condition. 

Dr. Craig and Dr. McLacuan discussed the paper. 

The Presipent thanked Dr. Caskie for bringing forward the account 
of the fatal cases which were due to eclampsia. 


Meeting held May 28rd, 1906, Dr. J. K. Kuuuy, President, in the Chatr. 


The following fresh specimens were shown :— 


Dr. Nicz. Stark: Ovary with Abscess. There was no pus in the tube. 
The ovary was adherent to the cecum and appendix. The opposite 
tube and ovary were normal. 
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Dr. Russgiu: (1) Large Fibroid from posterior Wall of Uterus, from 
a nulliparous patient, aged 40 years, removed on account of severe 
hemorrhage. (2) Multiple Fibroids of Uterus, removed on account of pain. 
(3) Multiple Fibroids of Uterus with adherent tubes and ovaries. 

Dr. Munro Kerr: (1) Large Uniloeular Cyst complicating Pregnancy. 
The patient, when six months pregnant, had symptoms pointing to 
hydramnios. The uterus was punctured through the abdominal wall and 
six pints of supposed liquid amnii were removed. Pregnancy went on to full 
term, and a healthy child was born. The cyst was found after delivery, 
and was operated upon later. (2) 7ubal Pregnancy—tube unruptured— 
oozing into abdominal cavity. 

The Presipent: Sarcoma of Uterus with Early Pregnancy. 

The Presipent and Dr. A. Louisz M‘ILroy gave a lantern and micro- 
scopic demonstration on a CasE OF PREGNANCY OCCURRING IN A GRAAFIAN 
Fouuiciz. A full report of this case was given in the June number of the 
JOURNAL (p. 289). 


Discussion. 


Dr. Jonn Linpsar said the authors of the paper were to be thanked for 
bringing forward this case, as it was the first case of undoubted ovarian 
pregnancy which had been reported in Scotland. 

Dr. Munro Kagrr said he had listened with great interest to the report 
of this case, as it helped to clear up some of the doubts as to the embedding 
of the ovum. It was the first case of ovarian pregnancy published in 
Scotland, but two and a half years ago he had obtained a similar specimen 
by operation. This specimen Dr. Kerr had shown at the Obstetrical 
Society of Edinburgh, and it had been seen by several eminent pathologists, 
and declared by them to be an undoubted case of pregnancy. The patient 
had symptoms of extra-uterine pregnancy with severe pain; intra-uterine 
pregnancy was also diagnosed. At the operation the enlarged ovary was 
found with tube intact; a small quantity of blood was found in the 
abdominal cavity; the uterus was enlarged and soft. The patient was 
delivered at full term of a healthy child. The specimen showed the ovum 
to be embedded in the ovarian stroma ; a corpus luteum was found and the 
ragged remains of an embryo about six weeks old. Dr. Kerr said the 
question of the foetal origin of the syncytium was settled by ovarian 
pregnancy, although this is still disputed by some anatomists. 

The annual business meeting of the Society was then held, Prof. Budin, 
of Paris, being appointed. Honorary President for the next two years. Dr. 
Oliphant was unanimously elected President, with Dr. Robert Jardine as 
Vice-President. 


EDINBURGH OBSTETRICAL SOCIETY. 


Meeting held Wednesday, May 9th, 1906, J. W. Bauuantrnz, M.D., 
F.R.C.P. (Edin.), President, in the Chair. 


EcLaMPSIA. 


Prof. Janpinz read notes on two cases of Eclampsia, which are published 
on pp. 32 and 38 of this number of the JourNAL. 

The paper was discussed by the Presipent, Dr. Barsour, Dr. Havutratn, 
Dr. Rircurz, Dr. Hata Ferauson and Dr. Paterson. 
Prof. Jarprne replied. 
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Broap LicgaMEent Cyst wiTtH TWISTED PEDICLE. 


Dr. Fregianp Barsour read notes of a case of Broad Ligament Cyst 
with twisted pedicle and extensive hemorrhage along the left ovarian 
vein. The patient was an unmarried woman, aged 48, who, on admission 
to hospital, presented severe abdominal symptoms with extreme collapse. 
Operation was performed as a forlorn hope, but the patient only survived 
30 hours. The chief point of interest in the case was the discovery post 
mortem of an extensive blood extravasation spreading from the broad 
ligament along the line of the left ovarian vein, and reaching to within 
an inch and a half of the renal vein. The appearance of the specimen 
suggested varicocele, but the vein itself was found to be quite healthy. It 
was very uncommon to find the hemorrhage in such cases occurring on 
the proximal side of the twist. The extravasation had also followed an 
unusual course. 

Dr. Barsour also described a case of inversion of the uterus, in which 
the inverted portion had undergone fatty degeneration. The condition 
had been present for two months prior to operation. The uterus was 
removed by supravaginal hysterectomy. The fatty degeneration was most 
marked in the outer third of the muscular coat. 


HERNIA OF UTERINE ADNEXA. 


Mr. Scorr CarMIcHAEL read a communication on Hernia of the Uterine 
Adnexa. He gave statistics of cases of inguinal hernia in female infants 
treated in the Royal Hospital for Sick Children, and pointed out that it 
was extremely common to find the Fallopian tube or the ovary or both in 
the hernial sac. He then discussed the causation of the condition, dealing 
especially with the anatomy of the canal of Nuck, the round ligament, the 
infundibulo-pelvic ligament, and other structures concerned. 

The Presipent and Dr. Haig Ferauson made remarks on the paper. 


SPECIMENS. 


Dr. Hauitarn showed (1) A Five and a Half Months’ Gravid Uterus, 
with large fibro-cellular tumour of the broad ligament, removed by pan- 
hysterectomy ; (2) A Fbro-cellular Interstitial Cervical Tumour, removed 
by panhysterectomy ; (3) (for Dr. Mackay, Berwick) A Fatus Papyraceus, 
born along with a healthy twin. 

Dr. Hara Ferauson showed A Uterus removed by vaginal hysterectomy 
for deciduoma malignum from a multiparous patient, aged 47, who two 
months previously had been treated for hydatid mole. 

Prof. Jarping showed Sections of Kidney, the seat of infarction, 
illustrative of his paper. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 


SECTION OF OBSTETRICS. 
Meeting held April 6th, 1906, Sir ARTHUR Macan in the Chair. 


Dr. J. S. Asuz exhibited a New Cystic Ovary Perforator and Forceps. 
Dr. Horns showed a Myoma of the Uterus showing Cystic and Calcareous 
Degeneration. He said the patient was aged 45, aud the mother of six 
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children, and had menstruated regularly. The tumour occupied the whole 
abdominal cavity. It resembled an ovarian tumour, as there was a consider- 
able amount of softening about it. Notwithstanding the large size of the 
uterine cavity, the clinical history revealed no menorrhagia. A loud 
tympanitic note could be elicited in front of the abdomen. On removal 
of the tumour he found it contained a large degenerative cystic cavity, 
with a number of small cysts and calcareous areas. The report of the 
Pathologist (Prof. McWeeney) showed that the organ was enormously 
enlarged owing to intra-mural fibroids, and in the centre was a cavity 
resembling a cyst. The microscope shows the tissue of the tumour to 
consist of unstriped muscle, and the cyst to be a “ pseudo-cyst,” 7.e., one due 
to ischzemic necrosis of the muscle and its gradual softening. There are no 
genuine cysts in any of the sections, and there is no evidence of malignancy. 

Dr. H. Twexpy asked if rectal examination for a pedicle had been made. 
He did not believe that the size of the uterus was a necessary feature of 
distinction between ovarian cyst and myoma. Sub-peritoneal myomata 
were not likely to enlarge the uterus. 

Dr. R. J. Row.ertz said he had examined some specimens which 
simulated the appearances of the one shown. 

Sir ArrHuR Macaw said he had come across a case in which a true 
fibro-cyst was manifest, the fluid of which coagulated on exposure. He 
did not know whether the pathology of this coagulable condition was 
thoroughly determined or not. 

Dr. CaTHERINE MacuiRE also spoke. 

Dr. Horng, in reply, said the patient after admission to hospital had a 
febrile attack, and had the facies of a person suffering from ovarian 
tumour. The muscles of the chest and forearms were wasted. The tumour 
and the cervix uteri were one body. He did not make a rectal examination 
for a pedicle, as the case admitted of no doubt,*though he appreciated the 
value of that procedure in ovarian disease. 


CANCER OF OVARIES. 


Dr. Hastings Tweepy exhibited a specimen of cancer of both ovaries. 
He said the patient was a girl of 21, who had been operated on in a city 
hospital some weeks previously for an ascitic collection, supposed to be the 
result of tubercular peritonitis. She entered the Rotunda Hospital five 
weeks afterwards, in an apparently dying state, and enormously distended 
by peritoneal dropsy. On opening the abdomen he found the intestines 
tucked up under the diaphragm and very adherent; they, together with 
the entire peritoneum, were studded with coarsely granular masses, which 
he remarked at the time of the operation resembled endothelioma rather 
than tubercle. The ovaries appeared to be papillomatous, and were both 
removed. The abdominal cavity was drained with five wicks of iodoform 
gauze in the hope that they would be the means of causing an adhesive 
peritonitis, and so obliterating the weeping surfaces. For several days 
fluid poured through the drains, but this gradually became less, and the 
patient left the hospital symptomatically cured, and declaring that she was 
feeling better than she had done for two years. Dr. Rowlette, who 
examined the pathological condition of the parts removed, would be able 
to deal more fully with the microscopic findings. 
Dr. R. J. Row.erte said the tumours were of a nodular character, the 
nodules varying from the size of peas to that of beans. In the substance 
of the nodules there were small cysts, some of these being filled with a 
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clear, and others with a blood-stained fluid. Both ovaries were similarly 
affected. Microscopic examination revealed masses of large cells, with a 
slight fibrous stroma. He regarded the tumour as an endothelioma, 
originating probably from the endothelium of the peritoneum. 

Sir ARTHUR Macaw said he recalled a case in which, when the abdomen 
was opened, a large tumour thought to be malignant was apparent. On 
removing the tumour the patient got quite well; but the diagnosis of 
malignancy was possibly not correct. It was interesting to note how 
drainage, in the case under discussion, had the same beneficial effect as 
incision had on tubercle. 

Dr. H. Tweepy said he had examined the patient that morning. Her 
abdomen was hard, and the cancer seemed again advancing. 


HERNIA OF THE GRAVID UTERUS. 


Dr. ArTHuR Houmzs read a paper on a “Case of Hernia of the 
Gravid Uterus” through an old abdominal scar. The patient had become 
pregnant shortly after the operation, and had noticed a lump protruding 
from the lower part of the abdomen. This after the confinement had 
almost disappeared. She again became pregnant, the lump steadily 
increasing, and circular ulcers formed where the clothes and thighs had 
rubbed. After delivery in November, 1903, the tumour remained, though 
smaller in size. On December 22nd, 1905, she came to the Rotunda 
Hospital. On examination there was found a tumour springing from 
between the umbilicus and symphysis, which, falling forward, reached 
more than half-way down the front of the thigh. This proved to be the 
uterus, and the foetal movements were felt. The skin was very thin, and 
large circular ulcers were distributed over its surface. Some of these 
extended to the uterine muscle. The patient stated positivly that she was 
at full-term, and that labour pains were beginning. She delivered herself 
suddenly without any trouble of a live child, which presented all the 
appearance of being full-term. Its weight was 3}lbs., and its length 
14 inches. The placenta was removed manually on account of hemorrhage. 
Reduction of the uterus was impossible on account of the adhesions. The 
diminutive size of the child was thought to be due to the diminished 
blood supply, consequent on the abnormal position of the uterus, and the 
constriction caused by the ring of the sac. 

Dr. Horne said he had never seen a case of this kind. It was hard to 
conceive how the child was born through so great a constriction. 

Dr. A. Hotmezs said the woman delivered herself, and had no pain. 
The tumour was about the size of a man’s head. Dr. Purefoy told him that 
the woman is going about her work and is apparently well. The child 
died shortly afterwards of an attack of green diarrhea. 


UTERINE SUSPENSION AND SHORTENING Rounp LIGAMENTS. 


Dr. J. S. AsHe read a paper entitled ‘Some Remarks on Uterine Suspen- 
sion and Shortening of the Round Ligaments” (Adelaide Hospital Report, 
1905). Dr. Ashe first laid stress on the fact that many cases are operated 
on that should not be, and vice versdé; he then went on to tabulate those 
cases which should be left alone and those which should be operated on. 
Emanating out of the Adelaide Hospital Report he showed the statistics of 
the various operations done during year 1905, the results after the 
operations, and interesting points in connection with them, and finally 
endeavoured to point out how superior and more satisfactory the operation 
of suspension was over the shortening of the ligaments. 
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Dr. Horne said that when the uterus was retroflexed after delivery it 
rarely recovered its position; and it was a question whether it should 
not be left alone unless some symptom demanded interference. He had 
rarely ever seen any untoward results follow the use of pessaries; and if 
such did occur, it was possible the pessaries had not been properly applied. 
Last month he removed a pessary that had been eighteen months in the 
vagina of a woman without injury. When a pessary was used it was 
unnecessary to see the patient oftener than every three or four months. 
In the Alexander operation it was always difficult to find the ligaments, 
which were not in a healthy condition ; besides, after shortening the round 
ligaments a pessary had to be used. He preferred the suspension method. 
The statistics brought forward by Dr. Ashe were too scanty to be reliable. 

Dr. Hastines Tweepy said it was not uncommon to observe retroflexions 
which did not give rise to symptoms. These were often congenital cases, 
and in such this backward position must be considered normal. It is 
almost unnecessary to state that these cases were best left untreated. 
Pessaries might well be compared to trusses ; they had a narrow sphere of 
usefulness, but were by no means harmless. He did not think enough 
stress was laid on the mental ill-health likely to be engendered by the 
constant wearing of a pessary in the case of neurotic patients. He had 
personally seen nothing but good follow from the fixation of the uterus by 
operative measures. In danger such operations might well be compared 
to the danger following the extraction of a tooth, and he had yet to observe 
difficult parturition following as a result. 

Sir Artuur Macan said it was obvious there were no serious symptoms 
connected with retroflexion of the uterus, whether congenital or acquired, 
when a woman could go about in that condition for twenty years without 
knowing that anything was amiss. There was a theory that it brought 
the ovaries into Douglas’ pouch. He rather favoured the use of pessaries. 
A woman came to him who had worn a pessary for eight years. She had 
no vaginitis, and the pessary showed no signs of wear. If pessary treat- 
ment was at all beneficial, it was preferable to operation. 

Dr. briefly replied. 


Meeting held Friday, May 25th, 1906, Sir A. V. Macan in the Chair. 
Dr. ALFRED SiTH exhibited a specimen of Unruptured Tubal Pregnancy 
removed by operation. He said the woman, aged 40, was the mother of 
six children, the last of whom was born last August. In January, February 
and March of this year her periods were up to time and normal. On 
examination he found a mass in the left broad ligament, which he 
diagnosed as an ovarian cyst. Advising operation, the patient came to 
hospital, and after 48 hours he performed laparotomy. The tube seemed 
perfectly normal, and a little foetus was found lying in a blood-clot in the 
cavity of the cyst as shown in the specimen. 

Dr. H. Twerpy thought the hemorrhage in this case came from the 
foetus. He advocated the removal of tumours at the side of the uterus, for 
this, amongst other reasons, that an unruptured tubal pregnancy might 
easily be mistaken for a less actively harmful tumour, 

Dr. Henry Jevuett exhibited Fibromatous Tumours of both Ovaries, 
with carcinomatous nodules throughout them, associated with fibromyoma 
of the uterus. They had been removed from a patient, aged 58, who was 
twenty years married, and had had no children. On examination of the 
patient a hard, irregular tumour, filling the pelvis and extending up to 
the umbilicus, was found. The uterus was fixed posteriorly. He made the 
usual middle incision, but as this did not afford sufficient room he made a 
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second incision, running out to the left anterior superior spine and at 
right angles to the first. He was then able to remove the two ovarian 
tumours, which were adherent and had no pedicle. After their removal 
he found a third tumour formed by the body of the uterus, and consequently 
performed supra-vaginal hysterectomy. This case differed from a former 
one which he had brought before the Academy at the beginning of the 
session in that there was no pre-operative infection, and that, consequently, 
the abdominal wound escaped infection, and also that there was not so 
extensive an extension of the growth. The patient was operated on on 
May 4th, and she is now about to leave hospital apparently well. 

Dr. E. Hastincs Tweepy showed a specimen of /ntussusception in an 
Infant. He said the child was born in the Rotunda, and on the 
second day had hemorrhage from the bowel. It died on the third day. 
At the post mortem intussusception was discovered. He did not think that 
such a condition could have occurred after death. Diagnosis was impossible 
during the life of the child. 

Dr. RowLeTTE considered that the blood-clot must have taken place 
from the point of the intussusception, and was ante mortem. . 

Dr. E. Hastincs read Tus Report or THE Rorunpa HospiTau 
for 1904-1905. 

Dr. ALFRED SiH criticised the methods of estimating the standard of 
morbidity adopted in the British Islands, and was delighted that Dr. 
Tweedy had initiated a movement towards uniformity. Without accepting 
in full the proposed method he thought it should have a fair trial. 
Considering the general instruction in Dr. Tweedy’s Report that “we do 
not take into account the irregularities of pulse or temperature so 
frequently observed within twenty-four hours of the period following 
delivery,” some explanation was necessary as to Table IX., which included 
fifteen cases of morbidity as having occurred on the first day. He hoped this 
did not indicate a weak spot in their method of standardisation. 

Dr. H. JELuETT said that the report showed better results than previous 
years. He thought its form, however, might be improved, and in this 
connection he had brought down the report of the Clinic Baudelocque in 
Paris, which report, as would be seen, was divided into five distinct 
headings as follows:—(1) Abortions; (2) Labours; (3) Operations; (4) 
Morbidity ; (5) Mortality. He suggested this form of report should be 
adopted in future. He considered that if the term “eclampsia” was to 
be made as wide in its meaning as Dr. Tweedy wished, it would be also 
necessary to widen our ideas on treatment, and not to rest content in the 
belief that the morphia treatment was suitable for every form of convulsion 
occurring in pregnant or puerperal women. Dr. Tweedy’s effort to 
formulate a proper standard of morbidity deserved the thanks of the 
Academy. As to the case of the patient who died of septic infection 
resulting from venereal sores, he did not consider that mere abstention 
from examination, etc., was sufficient. Active treatment should also have 
been adopted, and in such cases he would advise to place the patient under 
an anesthetic, and treat the sores with formalin. 

Dr. Srritcu described the procedure adopted at the Lock Hospital in 
puerperal cases suffering from venereal sores. 

Sir ARTHUR Macan thought the increase in the number of cases treated 
in the Rotunda was due to an increase in the number of external cases, 
which he remembered at one time only amounted to 70 per annum. It 
was found that the poison inducing eclampsia was lactic acid, sulphuric 
acid, or some other such substance. The great treatment for eclampsia was 
to deliver the woman. As regarded manual or operative methods of 
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emptying the uterus in abortion, the former was preferable where possible. 
But where the os was tight, it was better to use the curette than to dilate 
the cervix. In cases of acute sepsis, it was questionable whether operative 
treatment was of much avail. He was not certain of the brilliant results 
of ligaturing the pelvic veins. 

Dr. Hastincs Twexpy said that he would indeed be difficult to please 
were he not more than gratified at the very excellent reception accorded to 
this year’s maternity report, and it was all the more gratifying to note 
the keen manner in which the different portions of the report were dealt 
with and criticised. He found himself in accord with practically all 
Professor Smith had said. Dr. Henry Jellett had very properly called 
attention to the case of one of the six women who had died, and who had 
been allowed to deliver herself naturally without interference, though the 
vulva was covered with suppurating sores. As a matter of fact, the 
delivery took place shortly after admission, and before active measures 
could be adopted. He believed with Dr. Jellett that such cases should 
receive very active disinfection before the birth of the child. His view as 
to the eclamptic statistics were that they should, at all events, be made to 
include the so-called uremic convulsions, otherwise it was easy to persuade 
oneself that some of our fatal cases should be ascribed to this condition 
rather than to eclampsia. He spoke of the great work Sir Arthur Macan 
had accomplished during his Mastership in improving the aseptic condition 
of the Hospital, and this in spite of the greatest structural imperfections. 
It was a mistake to think that Continental authorities were unanimous in 
the basis they adopted for estimating morbidity. As a matter of fact no 
such unanimity existed, and if the maternity hospitals in the British Empire 
could only be persuaded to adopt the index of morbidity laid down by the 
British Medical Association, he believed that the good which would follow 
could hardly be exaggerated. 


REVIEWS OF RECENT BOOKS. 


ATMOKAUSIS UND ZESTOKAUSIS: die Behandlung mit hochgespanntem 
Wasserdampf in der Gyniakologie. By Dr. Ludwig Pincus. 
Zweite besserte Auflage. With thirty-three figures in the text, and 
tables. Pp. xiv. and 361. 10} by 7. Wiesbaden: J. F. Bergmann, 
1906. Price 6 marks, or, bound, 7 marks. 

The application of steam as a means of arresting hemorrhage from 
various organs of the body, originally introduced by Professor Snegirew, 
of Moscow, and established upon a firm scientific basis by the work of 
Ludwig Pincus, of Danzig, is now a well-recognised therapeutic measure. 

The time has gone by when it was possible to condemn this method of 
treatment as either dangerous or inefficient. It has been employed by a 
number of well-known gynecologists both on the continent and in America, 
and the fact that it has received favourable recognition from such ex- 
perienced operators as Fritsch, Fehling, Kistner, Hofmeier, and others 
renders it necessary for its opponents to consider very carefully both its 
capabilities and its possible risks before proceeding to condemn the 
method as either useless or unnecessary. 

In this second edition of his work on atmokausis and zestokausis, 
Ludwig Pincus discusses the whole question very thoroughly, and a perusal 
of the book cannot fail to convince even the most sceptical that the appli- 
cation of steam to the interior of the uterus in certain well-defined condi- 
tions is an important and trustworthy method of treatment. 

The book is divided into two parts: the first contains a history of the 
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development of the method and is followed by an account of the apparatus 
used, the technique of its employment, the experimental investigations 
carried out by different observers on the action of superheated steam, and, 
lastly, an exact account of the anatomical changes produced in the tissues 
by atmokausis and zestokausis. 


In his description of the technique of the method the author lays much 
stress on the great importance of eliminating any possibility of the ex- 
istence of malignant disease of the uterus by a preliminary curettage and 
the microscopical examination of the scrapings, or by the digital examina- 
tion of the interior of the uterus. Whenever possible, it is better for the 
operation of atmokausis not to follow immediately on that of curettage. 
In order that good results may be obtained it is necessary that the rules 
laid down by the author for the performance of the operation should be 
carefully observed. The best results are to be obtained by the use of 
steam at a temperature of 110°C. to 115°C. for as short a time as possible, 
viz., from 5 to 40 seconds. If the steaming is repeated this should not be 
done until three to four weeks have elapsed or until after the occurrence of 
the next period. The length of time during which the action of the steam 
is to be allowed to continue may be judged by the readiness with which 
the uterus responds to the stimulus of the heat by contracting. The 
sooner contraction occurs the shorter the time for which the steam should 
be applied. In cases where it is desired to procure complete obliteration 
of the uterine cavity it is best to use steam at a temperature of 115°C. 
for one minute on two occasions, the second application to be made some 
15 to 20 days after the first. Rest in bed ‘should be enjoined in all cases 
until the sloughs have separated, namely, for some ten days or so. 


The author devotes some three pages to discussing the question as to 
whether an assistant is necessary or not, and this is typical of the discursive 
style in which the book is written. It gives one the impression that the 
author feels he is on his defence and must therefore enter into each point 
with much detail and minuteness. 


In considering the relationship between the use of the curette and that 
of steam the conclusions he arrives at are as follows:—Both operations 
are of value and often can be combined with advantage to the patient. In 
the case of young women this is as a rule not necessary, but in older 
patients it is always well to carry out a preliminary curettage so as to 
exclude absolutely the possibility of the presence of any malignant disease. 
In cases where the curette is used first, great care must be taken to com- 
pletely arrest the hemorrhage, and it must be borne in mind that the 
effect of the steam will be more marked if the mucous membrane has been 
previously removed by curettage. In cases, therefore, where it is wished 
to bring about complete obliteration of the cavity of the uterus it is 
wise to carry out curettage as a preliminary measure. An interval of 
some ten to twelve days should be allowed to elapse between the two opera- 
tions. In all cases, however, it is a safe precaution to remove a small 
strip of mucous membrane so as to allow a microscopic examination to be 
made. A better judgment can be formed also as to the result of the steaming 
if the exact condition of the endometrium be determined in this way. 

The author next proceeds to an analysis of the various ways in which 
steam produces its effects on the tissues of the uterus. Dr. Pincus con- 
tends that this action is much more than one merely of cauterization. 
He considers that it produces not only a stimulating effect on the 
musculature and a caustic effect on the mucous membrane, but also an 
alterative effect from the absorption of the condensed water by the 
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surrounding tissues. As indirect effects he instances the muscular con- 
traction which is set up, the resulting discharge from the uterus, the 
formation of a wall of granulation tissue, and the marked congestion of 
the uterus which follows the operation. 

The most important and interesting chapter in the book is that in 
which the author considers the indications for the practice of atmokausis 
and zestokausis. 


He divides them into absolute and relative indications. Amongst 
the former he includes all cases of hemorrhage, with certain exceptions, 
which have not yielded to simpler means of treatment; certain forms of 
preclimacteric hemorrhage; all cases of hemophilia with hemorrhage 
from the uterus; certain forms of hemorrhage in cases of fibro-myomata 
of the uterus; some cases of endometritis hemorrhagica and endome- 
tritis hyperplastica in young women, and atonic hemorrhages after 
abortions or in the later stages of the puerperium; and for the purpose of 
sterilizing patients in certain conditions. As relative indications Dr. Pincus 
enumerates cases of subinvolution and cases such as membranous dys- 
menorrheea, in which atmokausis may be used as an accessory to the curette. 
Atmokausis is to be preferred to the curette when the latter instru- 
ment has been employed already without success, and especially in 
patients suffering from excessive anemia in whom it is important to 
avoid any further loss of blood. Zestokausis, which is in reality a form 
of the actual cautery, is indicated when cauterization of some localized 
portion of the uterus is necessary, and in the treatment of some cases 
of so-called endometritis dysmenorrheica. 

Atmokausis and zestokausis are both contra-indicated in all cases 
where malignant disease has not been excluded or is certainly present; 
in all submucous or polypoid growths of the uterus; when the latter 
contains any foreign bodies such as blood clot or the remains of placenta 
or membranes; in backward displacements of the uterus which have not 
been corrected, and in all subacute or acute inflammatory conditions of 
the uterine appendages, of the peritoneum, or of the cellular tissue. 
Of these various conditions the most important are cases of climac- 
teric hemorrhage, of hemophilia, and cases in which it is desired to 
sterilize a patient in a safe and easy manner. 

Numerous cases are related to show the good results which have fol- 
lowed the use of steam in these conditions, and the contention of the 
author that superheated steam will arrest hemorrhage from the uterus 
in certain cases when all other means have failed is undoubtedly made 
good. The disappointing results which follow the use of the curette in cases 
of excessive bleeding at or near the menopause are well known to all 
gynecologists, and this same remark applies to those cases of hemophilia, 
happily very uncommon, in which uterine hemorrhage occurs. 

That complete obliteration of the uterine cavity can be obtained by 
the application of superheated steam is certain, but whether the indica- 
tions for such treatment as given by the author, viz., phthisis and chronic 
Bright’s disease, are good ones, is a subject on which there will be a good 
deal of difference of opinion. 

The lapse of time, and further experience in the hands of many 
gynecologists will prove whether this plan of applying steam to the in- 
terior of the uterus is to hold its own as an approved mode of treatment 
or not. It most certainly should be tried in all cases of severe bleeding 
from the uterus, whether due to the menopause, to angio-sclerotic changes 
in the uterine wall, or to hemophilia, before resort is had to hyster- 
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ectomy, and it is especially in such cases that it may prove of the utmost 
service to gynecologists, 

This work of Dr. Ludwig Pincus certainly presents the case for atmo- 
kausis and zestokausis with great detail and with a wealth of illustra- 
tive cases. Possibly he would have succeeded better in his purpose if 
he had compressed what he had to say into a smaller compass, but we 
are bound to admire the energy and enthusiasm which he displays in the 
advocacy of what may almost justly be termed Pincus’s method of apply- 
ing superheated steam to the interior of the uterus. The book contains 
some most interesting illustrations of the effects produced, and the 
index is a good one. ee 
OpsraTorre ABDOMINALE SUS-VAGINALE 

DANS LES L&sions BILATERALES DES ANNEXES. Par le Docteur 
Constantin Daniel. Paris: G. Steinheil, 1905. 

Many are the ways of performing hysterectomy, and many are the 
diseases for the cure of which this operation has been employed. Let us, 
however, unreservedly confess that it is an amputation very similar, in one 
sense, to an amputation of the breast or thigh, and that when applied 
to the treatment of other than incurable disease it expresses, in all 
probability, rather the infancy of surgical method than its full develop- 
ment. This book of Dr. Constantin Daniel is on the application of 
supra-vaginal hysterectomy or amputation of the uterus and its appendages 
to the treatment of bilateral diseases of the tubes and ovaries, and therefore 
mainly to the treatment of salpingitis due to pelvic gonorrhea. 

It is in many respects a most interesting, capable and scholarly treatise. 
It possesses in a special degree that clearness, order and method which are 
characteristic of the best Latin scientific writers, and the illustrations, 
though simple, are good and illuminating. The kernel of the book is a 
full description of the “ Décollation utérine ” operation of M. Faure. So 
far as I know, this may reasonably lay claim to some originality as a 
distinctly French method, much in the same way (though in secondary degree) 
as the original “ Doyen” method of pan-hysterectomy for myoma. For 
one cannot help feeling that the same idea runs through both. Dr. Doyen’s 
operation is a pan-hysterectomy beginning with liberation of the cervix, 
and M. Faure’s ‘‘décollation” operation is a supra-vaginal amputation 
beginning with division of the cervix. In this lies its originality, in this 
its essential value. As the author points out it is the solid union of the 
uterine body, by means of the cervix, to the pelvic floor, which really fixes 
the internal genitalia, and when the uterus is divided at the isthmus there 
is nothing holding these but the two broad ligaments with their accessories, 
the round ligaments and vessels. Consequently when the body of the 
uterus is set free from its attachment to the pelvic floor any adnexal 
tumours are very easily dealt with ; they are liberated from below upwards, 
the broad ligament attachments are clamped with forceps and divided, 
and the “bloc” of uterine body and appendages removed directly. The 
operation is a quick one, taking some twenty-five minutes for its employ- 
ment, and the immediate results appear to be very good—twenty-one cases 
being reported with no mortality. 

Modifications of the operation are dealt with lucidly and fully. 
Generally the “ décollation” is done from behind; in a few cases it may 
be carried out better from the front. In other cases hemi-section of the 
uterus, a procedure extensively used for many years in this country, in 
Germany and in America, is recommended as a preliminary before the 
transverse section of the cervix. 

The method of finishing the operation and the after-treagment of the 
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case deserve some special notice. The author insists—and probably rightly 
insists—on the value of full cauterization of the mucous channel of the 
“moignon” of the cervix, holding that sepsis, when it arises, nearly 
always proceeds from the neglect of this. 

Another detail which is much more open to criticism, and will be, we 
think, even startling to most modern surgeons, is the advice regarding 
drainage. The routine French practice, according to the author, is to 
drain, and this not so much by the vagina as by the abdominal wound. 
“Ordinarily,” he writes, “we practice abdominal drainage. A large 
rubber tube, placed vertically in the pelvis, to the lowest point in the pouch 
of Douglas, is brought out at the lower angle of the abdominal incision ” 
(p. 63). In fact, the very same method is adopted which was so common in 
this country some twenty years ago. If the experience of one who has 
lived and worked through this period is of any value, the grave objections 
to this practice (if really necessary for good results) must in the long run 
detract very considerably from the value of the operation. For whenever 
a “large drainage tube,” or indeed any drainage tube at all, is used by 
the abdominal wound there is a slow but almost inevitable tendency to 
hernia, and the last state of the patient may easily become worse than the 
first, if, in addition to the premature “climacteric” caused by the 
operation, accompanied as it often is by an over-production of fat, the 
patient has the ever-increasing annoyance and pain of a growing omental 
hernia. 

The special methods described of doing a supra-vaginal amputation of 
the uterus are worthy of decided recognition and consideration, but the 
application of these methods to the treatment of suppurating appendages 
is open to serious question. 

Pyosalpinx is essentially a disease of young or early middle life. In 
by far the majority of cases it is due either to gonorrhea or tubercle 
(or both), and neither of the diseases should be regarded as incurable. 
After thorough drainage of all cavities filled with pus or serum (a drainage 
which can generally be carried out from the vagina, leaving no trace of 
any operation or wound), abdominal tuberculosis is very amenable to 
treatment by calcium salts, good food and an open-air life; while pelvic 
gonorrhea, after regular drainage of pus, if necessary, is usually quite as 
amenable to persistent treatment by the red iodide of mercury (gr. !/,— 

t.d.). 
' Thin certainly applies to the Midland district of England. Whether 
the disease, like syphilis, is much more virulent in some cities and districts 
than in others there is no evidence at present to show; but it seems a 
pity that so really valuable and effective a method of treatment which has 
now been before the profession for several years* is so little known and 
practised. 

If thoroughly carried out it is exceedingly rare that any organs need 
removal, and the full after-history of the patients compares exceedingly 
favourably with that of others who have undergone radical removal. 


In spite of the rather light and airy way in which the author dismisses 
the subject of late operative results by saying that these are “ perfect,” 
and that the patient suffers “pas du tout,” everyone who has much 
experience knows that complete ablation of the internal genitalia is a very 
serious matter in young and early married life. Even if there be but little 
bodily suffering after the operation has been done (and well done) the 
mental and moral troubles that often follow are grave and lasting, and 
should never be ignored. 

*“ Treatment of Gonorrheal Salpingitis.” Brit. Gynecol. Journ., 1899. 
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